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truly one of the word] 


The widespread and discerning use of a 
medicinal product by physicians, in hospitals 
and in private homes—by day and by night, 
and in the treatment of patients of all ages— 


constitutes, we believe, the true proving 
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ERYTHROCIN Stearate (100 and 200 mg.) comes 
in bottles of 25 and 100 Film Sealed tablets. ObGott 


*patent applied for 
FOR CHILDREN: 


Pediatric ERYTHROCIN Stearate Oral Suspénsion. 
Tasty, stable, ready-mixed. 











HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 


Meeting of February 18, 1954 























* Seventy-eight items were presented to the Ex- 
ecutive Committee of The Council at its Febru- 
ary 18 meeting. Chief in importance were: 

















* AMA request for recommendations re health 
activities in Michigan now supported by federal 
funds. The Executive Committee felt that inas- 
much as federal legislation does not arise in the 
States, that the AMA be requested to list these 
federal aid laws and then ascertain from the 
state medical societies which of these laws they 
may have objections to and which ones work 
out reasonably well in the States. 















































Committee reports: The following Committee 
reports were presented (a) Beaumont Memorial, 
meeting of January 30; (b) Public Relations, 
meeting of January 30; (c) Emergency Medical 
Service, meeting of February 3; the Executive 
Committee of The Council recommended that 
all state and county hospitals and institutions 
be encouraged to stockpile supplies to anticipate 
disaster; also the Executive Committee placed 
upon its minutes a vote of thanks and com- 
mendation to the members of the Emergency 
Medical Service Committee and recommended 
to the JMSMS Editor that a feature story on 
the excellent work of this Committee be pub- 
lished in an early number of JMSMS; (d) 
Ubiquitous Hosts for Michigan Clinical Insti- 
tute, meeting of February 17. 










































































Report on the Conference of Michigan County 
Medical Societies Executive Secretaries (six) 
held at the MSMS headquarters on February 10 
in Lansing was presented by Executive Director 
Burns. 

* H. B. Zemmer, M.D., and P. A. Martin, M.D., 
Detroit, were appointed as members of the 
MSMS Mental Hygiene Committee; Douglas 
Donald, M.D., and Frank A. Weiser, M.D., 
Detroit, were appointed as MSMS representa- 
tives to the Liaison Committee with the State 
Bar of Michigan to study phases of malpractice; 
A. J. Cortopassi, M.D., Saginaw, was ap- 
pointed to the Subcommittee on Hearing of the 
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You and Your Business 


Child Welfare Committee; Ralph A. Johnson, 
M.D., Detroit, was appointed to the Committee 
on Postgraduate Medical Education for the un- 
expired term of the late E. D. Spalding, M.D. 


Official MSMS representatives to attend the 
Ohio State Medical Association Annual Meeting 
in Columbus, April 12-15, 1954, were authorized, | 
in response to O.S.M.A. invitation. 


H.R. 7341, the Administration’s bill to expand 
the Hill-Burton program, House of Representa- 
tives hearing on same was reported by John R. 
Rodger, M.D., of Bellaire, who was authorized 
to attend the Senate hearing in Washington, 
D. C. 

County society secretaries were requested to 
submit names of all members now being con- 
sidered for special membership, so that they may 
not be considered delinquent as of April 1, 1954, 
according to MSMS By-Laws, Chapter 15, 
Sec. 2: “Any member in arrears after April 1 
of each official year shall stand suspended, etc.” 


MSMS again will offer a speaker to the com- 
ponent county medical society which sends the 
highest percentage of attendance to the MSMS 
Annual Session, Detroit, September, 1954. 


Invitation of Michigan Medical Service to hold 
its luncheon for Members of the Corporation, 
on Tuesday, September 28, 1954, in its new 
building on East Jefferson Ave., Detroit, was 
accepted. 


MSMS representatives: William Bromme, M.D., 
Detroit, and D. R. Smith, M.D., Iron Mountain, 
were renominated as MSMS representatives to 
the Board of Michigan Hospital Service; B. M. 
Harris, M.D., Ypsilanti, and Public Relations 


' Counsel H. W. Brenneman were appointed as 


MSMS representatives to the Admissions and 
Budget Committee hearings of United Health 
and Welfare Fund of Michigan, Inc. 

Communication from R. W. Spalding, M.D., 
of Gobles, recommending incorporation of the 
preceptor plan in Michigan’s medical schools 
was referred to the MSMS Committee on Post- 
graduate Medical Education with suggestion 
that it investigate the program developed by 
the University of Wisconsin Medical School. 

(Continued on Page 368) 
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CYCLOPENTYLPROPIONATE 


g- U.S. Pat. Off. 


Each ce. contains: 

Testosterone Cyclopentylpropionate 
50 mg. or 100 mg. 
Chlorobutanol 5 mg. 
Cottonseed Oil q.s. 











50 mg. per cc. available in 10 ce. vials 


100 mg. per ce. available in 1 ce. and 
10 ec. vials 


The Upjohn Company, Kalamazoo, Michigan 


























Say you saw it in the Journal of the Michigan State Medical Society 

















MCI Roundup 


An outstanding scientific pro- 
gram, a group of well-planned 
related special events, an excel- 
lent exhibit, and a three-day 
preview of spring weather all 
were factors in building a new 
attendance record at the 1954 
Michigan Clinical Institute, 
March 10, 11 and 12. 

Total registration for the 
Eighth Annual MCI reached 
2,503—almost double the at- 
tendance at the first institute 
in 1947, and 330 greater than the previous record 
set in 1953. Once again the MCI and all its related 
events were held in the Sheraton-Cadillac Hotel, 
Detroit. 

As the session closed, it was announced that 
Louis J. Hirschman, M.D., former MSMS Presi- 
dent, had been named Chairman of the Ninth 
Annual MCI in 1955. Dr. Hirschman, who prac- 
ticed in Detroit for many years, now resides in 
Traverse City. 

The popular “block system” of conveniently 
grouping lectures according to subject matter was 
a drawing card again in 1954. 

Most spectacular part of the program was the 
daily series of live television broadcasts in color, 
beamed directly to the meeting hall via closed cir- 
cuit from “studios” in Harper Hospital. The tele- 
casts, projected onto a large screen visible from 
every part of the auditorium, were the second ever 
to be presented before a statewide medical meet- 
ing. Smith, Kline & French Laboratories of Phila- 
delphia, Pa., sponsored the two-hour programs 
each afternoon. 

In ceremonies scattered through the three-day 
MCI, nine honorary scrolls were presented; four 
to Michigan doctors of medicine who currently 
head national medical organizations, one to “Mich- 
igan’s Foremost Family Physician for 1953,” one 


L. J. Hirscuman, M.D. 


to a guest lecturer, one to a Detroit newspaper- 
man, and two to pharmaceutical houses. 

William J. Stapleton, M.D., Detroit, chosen last 
September as “Michigan’s Foremost Family Phy- 
sician for 1953” received his scroll before a crowd- 
ed auditorium, then was honored at a testimonial 
luncheon. The ceremony was filmed by WJBK- 
TV for its newscasts and was given statewide cov- 
erage by newspapers and radio stations. 


The four Michigan men honored for heading 
national medical organizations are: Howard P. 
Doub, M.D., Detroit, President, American College 
of Radiology; E. W. Schnoor, M.D., Grand 
Rapids, President, Federation of State Medical 
Examining Boards; L. W. Shaffer, M.D., Detroit, 
President, American Venereal Disease Association, 
and J. M. Sheldon, M.D., Ann Arbor, President, 
American Academy of Allergy. 


Eugene P. Pendergrass, M.D., Philadelphia, who 
presented the annual R. S. Sykes Lecture, also 
received a scroll, as did Jack Pickering, Detroit 
Times science writer (see special story in this is- 
sue). 

For pioneering in the use of two modern media 
for postgraduate medical education, scrolls were 
presented to Davis & Geck, Inc., Danbury, Conn., 
whose library of surgical films in color are an an- 
nual MCI feature, and to Smith, Kline & French 
Laboratories, producers of numerous color tele- 
vision clinics. 


News coverage of the 1954 MCI reached a peak, 
with daily stories in all Detroit newspapers and 
dailies throughout the state. Greatest play was 
given to the lecture on poliomyelitis vaccination by 
Albert E. Sabin, M.D., Cincinnati, Ohio, sponsored 
by the Michigan Foundation for Medical and 
Health Education. Dr. Sabin’s remarks attracted 
national attention, including a two-column story 
in the New York Times. 


(Continued on Page 356) 





special MCI conference that year. 
Here are the final figures for 1954: 
Doctors of Medicine 


Exhibitors 


GRAND TOTAL 





Record-Breaking Attendance at 1954 MCI 


The record-breaking total registration for the Eighth Annual Michigan Clinical Institute, 
March 10-11-12, becomes even more impressive when compared closely with the two preced- 
ing years. The 1954 total is 220 greater than the record set in 1953, and 550 greater than 
1952. However, the 1953 high included some 280 operating room nurses who attended a 


Guests (including Senior Medical Students) 
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Gail Borde 


The natural food way to insure extra 
vitamin and mineral protection. One 
quart of either contains 100% of the 
minimum adult daily requirements of 


Low Calorie 
Cottage Cheese 


A fresh cultured Cottage Cheese 
with no cream added and no salt 
added! An appetizing source of 
milk’s complete proteins, minerals 
and B vitamins. Small tender curds 
and sweet, fresh flavor. This low- 
calorie, high-nutrition food can be 
used in scores of easy-to-prepare, 
tasty dishes! 


All Borden’s fresh dairy products 
available on regular home delivery, 
or at convenient neighborhood stores 
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v~rornmes MUNK 
and Skimmed Milk 


9 of the 10 essential vitamins and 
minerals, by U.S.F.D. & A. standards. 
Available in whole or skimmed for 
varying caloric needs. Both come in 
protective containers. 


Say you saw it in the Journal of the Michigan State Medical Society 





"Borden's fresh 
dairy products 
can make your — | 
patient's diet 
easier and 
more pleasant!” 




















meneestiinek 


A farm-type cultured Buttermilk 
famous for its fine, fresh flavor! 
Approximately 2% butterfat, in the 
form of tiny churned flakes of but- 
ter. All the protein and mineral 
low-fat and low-calorie qualifica- 
tions to recommend it for certain 
dietary needs. 


Bordens 


The Borden Co. 
Michigan Milk Division 
DETROIT, MICHIGAN 
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MCI ROUNDUP 


(Continued from Page 354) 


Radio and television newscasters also followed 
the MCI with interest. 


Behind the successful 1954 Michigan Clinical 
Institute are a great many hard-working doctors 
of medicine. Among those who merit special men- 
tion are: 


Committee on Arrangements and Program.—Wilfrid 
Haughey, M.D., Battle Creek, Chairman; A. H. Miller, 
M.D., Gladstone; L. W. Hull, M.D., Detroit; R. J. Hub- 
bell, M.D., Kalamazoo; L. Fernald Foster, M.D., Bay 
City; H. H. Cummings, M.D., Ann Arbor; J. Milton 
Robb, M.D., Detroit; John Alexander, M.D., Ann Arbor; 
Fred A. Coller, M.D., Ann Arbor; F. Bruce Fralick, 
M.D., Ann Arbor; J. M. Sheldon, M.D., Ann, Arbor; 
H. A. Towsley, M.D., Ann Arbor; E. H. Fenton, M.D., 
Detroit; G. C. Penberthy, M.D., Detroit; W. S. Reveno, 
M.D., Detroit; W. J. Butler, M.D., St. Joseph; K. L. 
Crawford, M.D., Kalamazoo; R. E. Fisher, M.D., Bay 
City; D. A. Koch, M.D., Port Huron; R. W. Pomeroy, 
M.D., Lansing; F. H. Power, M.D., Traverse City; D. S. 
Smith, M.D., Pontiac; W. H. Steffensen, M.D., Grand 
Rapids; A. E. Heustis, M.D., Lansing; V. N. Slee, M.D., 
Hastings; E. I. Carr, M.D., Lansing and W. B. Cooksey, 
M.D., Detroit. 


Ubiquitous Hosts——Z. S. Bohn, M.D., Detroit; W. B. 
Cooksey, M.D., Detroit; M. A. Darling, M.D., Detroit; 
Leon DeVel, MD., Grand Rapids; P. J. Howard, M.D., 
Detroit; H. A. Howes, M.D., Detroit; E. R. Sherrin, 
M.D., Detroit; N. M. Taylor, M.D., Grosse Pointe; 
G. C. Thosteson, M.D., Detroit and E. A. Wishropp, 
M.D., Grosse Pointe. 


Chairmen of Assemblies —V. C. Abbott, M.D., Pon- 
tiac; D. A. Koch, M.D., Port Huron; G. C. Penberthy, 
M.D., Detroit; J. M. Sheldon, M.D., Ann Arbor; W. H. 
Steffensen, M.D., Grand Rapids, and Frank Van Schoick, 
M.D., Jackson. 


Discussion Conference Leaders——F. A. Coller, M.D., 
Ann Arbor; W. S. Reveno, M.D., Detroit, and K. W. 
Toothaker, M.D., Lansing. 


Press Relations Committee—C. L. Weston, M.D., 
Owosso, Chairman; H. F. Dibble, M.D., Detroit; A. B. 
Gwinn, M.D., Hastings, and R. A. Johnson, M.D., De- 
troit. 


Among the non-medical personnel contributing to the 
success of the 1954 MCI were F. M. Shuster, Birming- 
ham, and R. A. Aubrey, Detroit, who were loaned by 
E. I. du Pont de Nemours & Co., Inc., to augment the 
executive staff, and the staff members loaned by Provi- 
dent Life & Accident Insurance Co., Chattanooga, Tenn., 
and Marsh & McLennan, Detroit, to man the MSMS 
scientific exhibit. 

Members of the working press deserving mention for 
on-the-spot coverage of MCI events include Jean H. 
Pearson and Charles Manos, Detroit Free Press; Merle 
Oliver, Detroit News; Jack Pickering, Detroit Times; 
Foster Hailey, New York Times; Murray Young, WJBK- 
TV; Fenton Ludtke, Associated Press; Alan W. Klein, 
United Press, and Joseph R. Hainline, WJR. Many 
other press and radio representatives took part in ad- 
vance planning. 


Thanks are also extended to the Michigan Medi- 
cal Service for the “Doodle Diaries” distributed to 
registrants. 
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MEDICAL MEETINGS AND CLINIC DAYS 


A list of known medical meetings and clinic 
days, sponsored by county medical societies and 
other physicians’ groups in Michigan, follows: 


1954 
Spring 


May 6 


May 11 


May 11 


May 20 


June 8 


June 18 


June 18-19 


June 21-25 
July 17 


July 29-30 


August 12 


Sept. 29-30 
thru Oct. 1 


October 14-15 


November 3 


Autumn 


MSMS Postgraduate 
Extramural Courses 


Ingham County Medical 
Society Clinic Day 


Dedication of new Wayne 
University Medical College 
Building 


Testimonial Dinner hon- 
oring William J. Stapleton, 
Jr., M.D. sponsored by 
Wayne University College 
of Medicine Alumni As- 
sociation, Wayne County 
Medical Society, and 
Michigan State Medical 
Society 


Annual Clinic Day and 
Alumni Reunion, Wayne 
University College of Medi- 
cine (testimonial to Michi- 
gan’s Foremost Family Phy- 
sician, Wm. J. Stapleton, 
Jr., M.D.) 


American College of Sur- 
geons Annual Symposium 
on Trauma and Nutrition 


Bon Secours Hospital An- 
nual Clinic Day 


Annual Clinic Day, St. 
Clair County Medical So- 
ciety 


Upper Peninsula Medical 
Society Annual Meeting 


AMA Annual Session 


Beaumont Memorial Dedi- 
cation 


Annual Coller - Penberthy 
Medical Surgical Confer- 
ence 


Fourth Annual Clinic, Cen- 
tral Michigan Committee, 
ACS Michigan Committee 
on Trauma, plus Michigan 
National Guard Medical 
Personnel, and Medical So- 
ciety of North Central 
Counties 


MSMS ANNUAL SES- 
SION 


Michigan Cancer Confer- 
ence 
Clara Elizabeth Fund Lec- 


tures, Genesse County 
Medical Society 


MSMS Postgraduate Extra- 
mural Courses 


State-wide 
Lansing 


Detroit 


Sheraton- 
Cadillac 
Hotel, Detroit 


Hotel Fort 
Shelby, Detroit 


Ann Arbor 


Detroit 


St. Clair Inn, 
St. Clair 


Menominee 
San Francisco 


Mackinac 
Island 


Traverse City 


Grayling 


Detroit 


East Lansing 


Flint 


State-wide 


Additions to this list of meetings are invited by 
the Editor of JMSMS, in order to make this 
monthly announcement complete and accurate 
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Jack Pickering---A Tribute 


When the Michigan State 
Medical Society honored Jack 
Pickering for his reporting of 
medical problems it came as no 
surprise to Pickering’s col- 
leagues in the Detroit Times 
city room. 

Pickering’s fellow workers are 
so impressed by his medical 
erudition that he is usually the 

first to hear of any new ache or pain plaguing a 
fellow reporter, a profession that has its share of 
hypochrondriacs. In fact the corner of the city 
room where Pickering sits has been referred to as 
Doc Pickering’s Clinic, in recognition of the ailing 
journalists who gather there to discuss their latest 
symptoms. 

But before the MSMS gets an indictment against 
Pickering for practicing without a license, it should 
be hastily pointed out that Pickering dispenses only 
a good “bedside manner” and a very sound bit of 
advice: “See your Doc.” 

As a matter of fact, this latter counsel has prob- 
ably prolonged a number of journalistic lives. In- 
stead of just fretting about ailments, real or imag- 
inary, a number of Pickering’s fellow workers have 
gone to specialists of his recommendation—once 
or twice just in time. 

But Pickering’s real service, of course, has been 


taking the mystery away from the medical profes-. 


sion in the eyes of the general public. He puts it 
simply: 

“Most criticism of the medical profession is the 
outgrowth of public ignorance. When people don’t 
understand a profession they are apt to seriously 
misunderstand it and criticize unjustly. 

“The Michigan State Medical Society has 
pioneered in letting the public know what medi- 
cine is really all about. 

“With this new understanding has come an 
appreciation of what the medical profession actu- 
ally has accomplished. Equally beneficial has been 


the growing public realization of the obstacles 


doctors face. 

“People now realize that a hitherto incurable 
disease will not be conquered in a single year. In 
the past, unfortunately, many of the most articu- 
late ‘spokesmen’ have been unscrupulous quacks. 

“Editors used to be skeptical of new discoveries 
in medicine because they had been fooled so many 
times by phoney cures announced by this mav- 
erick fringe.” 

Pickering, a lanky easy-going character forty- 
four years old, is the first to disclaim the role of 
savant. In fact, he confesses that after witnessing 
dozens of operations his stomach still does flip- 
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flops and the operating room starts to whirl on 
occasion. 

He says: “If I can get past the initial incision 
I’m usually all right. After that the operation 
becomes a news story and a scientific problem, 
But I brace myself when the surgeon takes that 
first cut.” 

Pickering hung out his shingle after fifteen years 
in which he held down about every type of news- 
paper job, following his graduation from the Uni- 
versity of Michigan in 1932. 

During his first years in the business the paper 
that employed Pickering (not the Times) seemed 
determined that he should not exercise his flair for 
meeting people and extracting news from them. 
He was an assistant state editor, a copy reader 
and a rewrite man. In fact it was a technical 
demotion when he finally got his wish and was 
put “on the street” as a reporter. 


However, Pickering was in the very first flight 
of Detroit reporters when he joined the Times in 
1940. 

When World War II military service interrupted 
Pickering’s career he was adamant in insisting he 
did not want to be “stuck on some camp paper 
writing stuff that would please the colonel.” 

The Army took him at his word. For a year 
Pick was a heavy weapons instructor at Fort Mc- 
Clellan, La., initiating a succession of recruits into 
the mysteries of machine guns and mortars. 


However, even the Army could not separate 
Pick from a typewriter indefinitely and he was on 
the Pacific edition of the “Stars and Stripes” when 
the shooting stopped. 


Pickering’s father and an older brother prob- 
ably deserve an assist for the scroll he was recéntly 
awarded by the MSMS for his medical writings. 
Pickering’s father was an analytical chemist and 
the brother is an M.I.T. graduate and an engineer. 
They early realized it was hopeless to talk Picker- 
ing out of newspaper work (then a dismally under- 
paid profession) but they did give him a back- 
ground of scientific curiosity. 

“My father was always disgusted at sensational, 
pseudo-scientific stories,” Pickering recalls. “He 
contended, and I agree, that the truth is even more 
absorbing if properly presented.” 

Pickering, besides his specialty, is still an all- 
round reporter. One-of his biggest exclusives was 
the tip several years ago that led to discovery of 
dynamite that had been stored in the UAW build- 
ing with a view to blowing the union leaders 
beyond the aid of the most skilled medical atten- 
tion. 


—E. A. BATCHELOR, JR. 
JMSMS 
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®%tinuing and repeated impartial 


lic tests, smoke from the new 
‘onsistently proves to have much 
ltotine and tar than smoke from 
jiher filter cigarette—old or new. 


Hlereason is KENT’s exclusive Mi- 
ite Filter. 


isnew filter is made of a filtering 
al so efficient it has been used to 
y the air in atomic energy plants 
“toscopic impurities. 


“pted for use as a cigarette filter, 


it removes nicotine and tar particles as 
small as 2/10 of a micron. 


And yet KENT’s Micronite Filter, 
which removes a greater percentage of 
nicotine and tar than any other filter 
cigarette, lets through the full flavor of 
KENT’s fine tobaccos. 


Because so much evidence indicates 
KENT is the most effective filter-tip 
cigarette, shouldn’t it be the choice of 
those who want the minimum of nico- 
tine and tar in their cigarette smoke? 


Ke ni with the exclusive Micronite Filter 


“KENT” AND “‘MICRONITE” ARE REGISTERED TRADEMARKS OF P. LORILLARD COMPANY 
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PR REPORT 


TIME AND AGAIN, it has 
been noted that the medical 
profession as a whole has made 
some of its greatest gains pub- 
lic relations-wise through the 
community service rendered by 
a single doctor of medicine. All 
too often individual effort con- 
tinues for years without public 
recognition, but not so in the 

mem case of George N. Petroff, 

Geo. N. Perrorr, M.D, M.D., thirty-six-year-old Pon- 

tiac community leader, who 

last month was named Michigan’s Outstanding 

Young man of 1953, by the Michigan Junior 
Chamber of Commerce. 

Dr. Petroff was selected for the annual Jaycee 
award in recognition of the vital part he has 
played in a great many Pontiac civic activities 
during the years when he was busy establishing 
and maintaining a wide practice. 

During the year 1953, Dr. Petroff served on the 
boards of directors of the Pontiac Kiwanis Club, 
the Pontiac Chamber of Commerce and the Pon- 
tiac Boys Club. In addition he served as chair- 
man of the professional division in the local United 
Fund Campaign, and was active in the New Hos- 
pital Committee, the Parent-Teachers Association 
and Boy Scout work. He initiated a drive in his 
own community to raise funds for the victims of 
the Flint tornado, and headed various Jaycee 
activities. 

The Boys Club of Pontiac also honored him by 
naming him “Father of the Year.” 

His practice included the position as athletic 
physician for both St. Michaels and Pontiac high 
schools. 

Dr. Petroff serves on the staff of Pontiac Gen- 
eral and St. Joseph Mercy hospitals, and during 
the year worked on three committees of the Oak- 


land County Medical Society. He is a graduate. 


of the Wayne University College of Medicine. 
During World War II he served as a medical 
officer in the European Theater and now holds a 
commission as Captain in the Medical Corps 
Active Reserve. 

The Jaycee citation declared that “Dr. Petroff’s 
professional work during 1953 met the highest 
standards of the medical profession” and concluded 
that “his pleasing personality, dynamic leadership, 
boundless energy and insatiable desire to better the 
community in which he lives is an inspiration to us 
all.” 

Such ‘statewide recognition of Dr. Petroff’s 
community-building efforts reflects favorably upon 


360 


every member of his profession in Michigan. So 
often it is true that the most valuable PR activity 
is no more than plain good citizenship. 

*+¢ + # 


MOST SUCCESSFUL PR vehicle for several 
local medical societies during the past few months 
has been the public forums carried on in several 
Michigan communities, usually with co-operation 
from other organizations. Wayne County Medi- 
cal Society, backed by the Free Press and later 
WXYZ, led the way with an outstanding series 
last fall. This was followed by excellent series in 
Grand Rapids, Kalamazoo and Ann Arbor. Modi- 
fications of the panel-type forums were carried on 
by county medical societies in Bay City and Jack- 
son, in conjunction with the adult education pro- 
gram of the school system. 


The Grand Rapids forum series, sponsored by 
the Kent County Medical Society in co-operation 
with the Kiwanis Club and the Grand Rapids 
Press, drew crowds rivaling those in Detroit. Inter- 
est was proportionately high in Ann Arbor, where 
the Kiwanis Club and Ann Arbor News joined 
with the Washtenaw County Medical Society and 
the University of Michigan Medical School, and in 
Kalamazoo, where the Rotary Club and Kalama- 
zoo Academy of ‘Medicine, teamed up to present 
straight medical facts. 


In each case, the forum has helped bring about 
better understanding of the medical profession and 
the need for continued medical freedom, at the 
same time placing before the community some 
frank and authoritative discussions on current 
health problems and medical progress. Favorable 
editorial comment and public goodwill have been 
engendered in every instance. 


The PR Department of MSMS has gathered a 
file of information on planning and promoting 
medical forums, based on the successful experience 
in Michigan communities, to be offered as a future 
guide for local societies. 





MEDICAL INDEBTEDNESS 


A survey completed for the Federal Reserve Board last 
year reports: Of about 53,000,000 families in the United 
States, almost 43,000,000, over 80 per cent, reported no 
medical debts whatsoever. One million families owed 
from $200 to $1,000, while another 200,000 owed more 
than $1,000. Nine million owed from $1.00 to $200. 
About 3 per cent of the families really needed help to pay 
their medical bills——WattreR B. Martin, President-Elect 
AMA 
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vitamin A 


THE FIRST AND ORIGINAL 


4 COUNCILON pp 





AQUASOL VITAMIN A DROPS 


Aquasol Vitamin A Drops provides 
50,000 U.S. P. units of natural vitamin A 
per gram in aqueous solution. 


Aqueous solutions of vitamin A ... as available in Aquasol Vitamin A Drops ... are more rapidly 
absorbed than vitamin A in oil solutions. }* 


it is suggested in patients with dysfunctions of the liver, pancreas, and biliary tract which interfere with 
utilization of fats; in celiac disease and certain other diarrheal states. +48 


The Research Laboratories of U. S. Vitamin Corporation in 1943 pioneered and developed the making 
af aqueous solutions of lipo-soluble vitamins . . . now protected by U. S. Patent No. 2,417,299. 


Samples available upon request. 


U.S. Vitamin corporation 


casimir funk labs., inc. (affiliate) 
250 E. 43rd St., New York 17, N.Y. 


Lewis, J. M., et al.: JI. Pediatrics 31:496, 1947 

Kramer, B., et al.: Am. JI. Dis. Child. 73:543, 1947 
Halpern, G. R., et al.: Science 106:40, 1947 

. Nutrition Reviews 5:286, 1947 

Clifford, S. H. and Weller, K. H.: Pediatrics 1:505, 1948 
Popper, H., et al.: Gastroenterology 10:987, 1948 
Davidson, D. M., et al.: JI. Invest. Derm. 12:221, 1949 

. Nutrition Reviews 6:248, 1948 


ON OTP we 


Aprit, 1954 
Say you saw it in the Journal of the Michigan State Medical Society 
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Cancer Comment 


CONTROL OF QUACKERY 


Heartening news regarding the control of quack- 
ery in cancer treatment recently has come out of 
California. The California Medical Association 
has requested its nine-man Cancer Commission to 
investigate all questionable methods proposed for 
the diagnosis and treatment of cancer in that state. 


The Commission was also authorized to recom- 
mend disciplinary action against any CMA mem- 
ber who persisted in the use of methods or mate- 
rials found to be of no value in the treatment of 
cancer. Such members would be subject to cen- 
sure, suspension, or expulsion from their medical 
groups, as the findings of their use of these useless 
materials warranted. 


In March, 1953, the Cancer Commission issued 
a report condemning “Laetrile” a non-toxic drug 


that “is valueless as a cancer cure and is a waste 


of the patient’s time and money.” As is the usual 
plan, the physicians using this drug charged from 
$50 to $100 per 100 milligram injection. The chief 
ingredient of this material was found to be amyg- 
dalin, “a natural product obtained from apricot 
pits. It is readily available at a cost of less than 
two cents per 100 milligrams,” according to the 
Cancer Commission’s report. 


Another alleged “cancer cure” called “arginase” 
has more recently been exposed by this same Can- 
cer Commission. “Arginase is a naturally occur- 
ring chemical found in the liver and in other 
tissues.” The greatest use of this drug was found in 
one Southern California hospital where 120 cancer 
patients were treated in a two-year period. Five 
months later, 70 of these patients were dead of 
cancer. “In a particular study of 26 cancer pa- 
tients under this treatment, six had died of their 
disease, and none of the others had shown objec- 
tive evidence of control of cancer under treat- 
ment with arginase alone.” Autopsy studies on the 
dead patients “disclosed no evidence of specific 
chemotherapeutic effect,” reported the Cancer 
Commission. 

These two California reports closely follow the 
results of similar investigations elsewhere. While 
reading these and similar reports, one is constantly 
asking why physicians who have honestly earned 
their medical degree will continue to be drawn 
into such nefarious schemes. Every practicing 
physician in America today knows that only sur- 
gery and radiation therapy are the accepted and 
effective methods of treating cancer. Chemother- 
apy has yet failed to effect a cure although it has 
been of real palliative worth in some forms of the 
disease. Use of isotopes is still largely experimental, 
but few of the radioactive elements having shown 
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useful properties. 

Every physician knows—or should know—that 
the injection of a sterile non-toxic foreign protein 
often causes a slowing down of a cancerous growth 
for an indefinite time. This causes a psychological 
uplift in the patient. On these two factors, of 
which the psychological often is the more im- 
portant, the so-called benefits of quack treatment 
rests. 


The writer, in addressing lay audiences, has been 
told scores of times of the physician who has told 
the cancer patient and/or his family “that nothing 
more can be done for the patient.” This factor, 
probably more than any other, sends many cancer 
patients to quacks and charlatans. Why any phy- 
sician would make such a thoughtless and hope- 
crushing statement is beyond comprehension. With 
such a death sentence hanging over him, is it any 
wonder that the patient and his family look for 
further help from any source? The quack, with his 
suavity and phoney promises, enlists their interest 
and for the time being makes the patient believe he 
is being helped. 

The “nothing-more-can-be-done” sentence of 
the unthinking physician has done as much to 
line the pockets of cancer quacks as has the 
quack’s own claims of cure. Physicians must be 
brought through education to realize the great 
disservice they are rendering to their own patients 
as well as to such patients everywhere, by these 
unfortunate and often unwarranted prognoses. 
Although a cure may be impossible the cancer 
patient often can be made comfortable for an 
indefinite period and so is entitled to every crumb 
of comfort he can be given. His faith and trust 
in his physician places a responsibility on that phy- 
sician and symbolically on the entire medical 
profession to boost the patient’s morale to the end. 





Cancer of the larynx, especially cancer of the vocal 
cords, presents one early symptom, that is, hoarseness 
or an alteration in the voice which calls attention to its 
presence and permits early diagnosis. 

Sd e e 

Early diagnosis of cancer of the larynx permits cures 

of 80 to 90 per cent in selected cases. 
* + * 

The most important factor in the diagnosis of laryngeal 
cancer is the recognition by the alert, aggressive practi- 
tioner that hoarseness is an early symptom and demands 
inspection of the larynx. 

* oa e 


Clinical impressions alone of laryngeal cancer are not 
sufficient; they must be proved by biopsy. 
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aver you take a temperature 
think of Tetracyn... 






‘‘.,.in patients with pneumococcal pneumonia, 






surgical infections, or urinary tract 







infections... oral administration ...is followed 





by rapid clinical response. Symptoms, 






including fever, largely cleared up within 
24 to 48 hours.” * 

















. HYDROCHLORIDE 


brand of tetracycline hydrochioride 













*English, A. R., et al.: Antibiotics Annual (1953-1954), «= 
New York, Medical Encyclopedia, Inc., 1958, p. 70. 
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250 mg., 100 mg., 50 mg. 
































































































































































































































AMA Washington Letter 








THE MONTH IN WASHINGTON 


Just about a year ago the Hill-Burton hospital 
construction program was under heavy attack in 
the House Appropriations Committee. But the 
damage was not permanent. The program has 
made a complete recovery. More than that, Con- 
gress shows every intention of doubling the appro- 
priation for the program, but earmarking the 
additional money for grants to diagnostic and 
treatment centers, rehabilitation facilities, hos- 
pitals for the chronically ill, and nursing homes. 
At this stage the legislation to stimulate health 
facility construction is believed to be closer to 
enactment than any other major health project of 
the Eisenhower administration. Although the main 
objectives have not been altered, some significant 
changes were made in the bill by the House Inter- 
state and Foreign Commerce Committee in two 
weeks of intensive work at closed-door sessions. 
Then, in mid-March, the Senate committee took 
up the bill and considered additional amendments. 


Most changes are designed to tighten up eligi- 
bility for grants. For example, money could go 
to only two types of diagnostic or treatment cen- 
ters, those operated by and for a governmental unit 
or by a group that also operates a nonprofit hos- 
pital. Nor would centers or nursing homes be 
eligible unless under medical supervision or oper- 
ated by an association that also operates a hospital. 

Another change written into the bill would rule 
out a project if it were not to be open for full 
and unrestricted use by the general public. Thus 
labor union, fraternal, and prepayment health 
plans could not benefit if they offered their own 
subscribers any advantage in service at the center 
or hospital. 


On the financial side, several amendments have 
been tentatively adopted. One would allow states 
to use the original Hill-Burton formula for appor- 
tioning money among projects, or to accept a flat 


50 per cent federal contribution. (As in the origi- . 


nal Hill-Burton act, the poorer states would be 
allocated more per capita.) States would be 
allowed to pool their allocations for construction 
of interstate facilities, and the United States would 
be authorized to recover its proportionate share of 
a project if at any time the project were con- 
verted to profit use or were transferred to interests 
which for any other reason would not be eligible. 


Of major interest to the medical profession, 
although not far along on its legislative course, is 
the administration’s proposal for subsidizing pre- 
paid health plans for federal civilian employes. The 
U. S. would pay a maximum of $26 per year, to 
be matched by the employe, for the purchase of 
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any type of prepaid insurance. Any cost above $52 
per year would have to be borne entirely by the 
employe. 

As a part of the program, the administration 
is proposing that payroll deductions be authorized 
a concession the insurance and prepayment insur- 
ance organizations have been urging for years, 
Currently federal executives differ on whether 
payroll deductions would be “legal,” but none is 
willing to risk authorizing deductions in the ab- 
sence of specific approval from Congress. 

Still following a slow and controversial course 
is the administration’s proposal for reinsurance of 
health plans. Early in the session—with the ardent 
support of Chairman Charles S. Wolverton of the 
key House committee—this legislation appeared 
pointed toward enactment. However, the Depart- 
ment of Health, Education, and Welfare was not 
satisfied with Mr. Wolverton’s bill and decided to 
draft one of its own. The drafting consumed many 
weeks—time that may prove fatal with a Congress 
hoping to adjourn early for the fall elections. 


The Defense Department, made uncomfortable 
by a few suspected subversive physicians and den- 
tists it doesn’t quite know what to do with, is 
asking for an amendment to the Doctor Draft act. 
The department’s problem is this: The most recent 
Court of Appeals decision holds that physicians or 
dentists drafted or called up from the reserves 
must, under the Doctor Draft act, either be com- 
missioned or discharged. So, technically, a man 
who refuses to fill out his loyalty questionnaire 
would be rewarded by a release. To correct the 
situation, the Department is asking that the law 
be changed to allow it to withhold a commission 
from a loyalty suspect, yet keep him on duty for 
the specified time in noncommissioned status and 
assigned to professional duties. 


The American Medical Association is continuing 
its support of Senator Bricker and others who are 
convinced they still can enact a resolution calling 
for an amendment to restrict international agree- 
ments. The Association’s position is that unless a 
safeguard is written into the Constitution, future 
international agreements could impose on_ the 
country social and medical care programs that 
Congress itself would not approve. 


Radioactive iodine probably has its maximum useful- 
ness in the rare form of thyroid cancer producing metas- 
tases with hyperfunction. 


Treatment of cutaneous basal and prickle cell car- 
cinomas with podophyllin is dangerous and misleading. 
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AMA News Notes 


MORE “MARCH OF MEDICINE” TV SHOWS 


Of special interest to TV-viewing physicians and 
patients afflicted with arthritis or rheumatism is the 
second in the Spring, 1954, series of “March of Medi- 
cine” television programs. Sponsored by Smith, Kline 
and French Laboratories, in co-operation with the AMA, 
“A Status Report on Arthritis and Rheumatism’’ will be 
carried April 29 over the National Broadcasting Com- 
pany’s TV network. The third program in the series, on 
June 24, will originate from the AMA’s Annual Session 
in San Francisco. Like last year’s series, the new “March 
of Medicine” programs will be presented at 10 p.m. 
(EST), replacing the “Martin Kane” show usually seen 
at that hour. The first program in the 1954 series on 
problems of overweight was carried March 11. 


SAMA CONVENTION SET FOR MAY 1-3 


“In spring a young man’s fancy lightly turns to 
thoughts of love . . .” But this spring the young medical 
student also is beginning to make plans to attend the 
Student American Medical Association’s fourth annual 
convention to be held May 1-3 at the Sherman Hotel, 
Chicago. Offering an outstanding program of panel dis- 
cussions, speakers 
promises to be the biggest ever*staged by SAMA. 

Convention highlights include: A scientific paper— 
“On Becoming a Physician’”—delivered by noted Detroit 
psychiatrist, Leo H. Bartemeier, M.D.; a round-table dis- 
cussion entitled, “Tell me, Dean,” moderated by John 
F. Sheehan, M.D., dean of Stritch School of Medicine, 
Chicago, and a forum on “The Future of Internships.” 
In addition, more than a score of technical exhibitors will 
display their products at SAMA’s second such exhibition. 
The House of Delegates, official policy-making body of 
the Association, will be in session May 1 and 3, with 
Sunday, May 2, to be devoted to the program proper. 
Members of SAMA and physicians alike are cordially 
invited to attend. 


AUDIO-DIGEST OFFERS “TWO FOR THE MONzY” 


Busy physicians cannot afford to pass up this oppor- 


tunity to get “two for the price of one” in the form of 
postgraduate medical education and a chance to support 
the nation’s medical schools. The American Medical 
Education Foundation recently announced that a new 
source of funds now is available to medical schools 
through physician-support of the Audio-Digest Founda- 
tion. For a nominal weekly subscription fee, physicians 
receive from the Audio-Digest Foundation tape-recorded 
abstracts of current literature, lectures, etc., culled from 
current medical periodicals in all fields of medicine. 
This Foundation, organized by the California Medical 
Association, will turn over its profits to the AMEF. 
State AMEF chairmen have been asked to support the 
national promotion of this new service as an additional 
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means of raising funds for medical education. This 
should prove a tremendous boost to the AMEF’s 1954 
campaign drive for two million dollars from the medical 
profession to assist the country’s 79-approved medical 
schools. 


MEDICAL SCHOOLS SHORT OF FUNDS 


A critical shortage of operating funds for the nation’s 
79 medical schools is threatening the future of American 
medicine, Dean Stanley E. Dorst of the University of 
Cincinnati College ef Medicine said recently. 


In a prepared talk at a meeting of the medical ad- 
visory committee of the National Fund for Medical 
Education and the Council on Industrial Health of the 
American Medical Association at Mellon Institute, Dean 
Dorst said: 


“Something must be done to remedy the situation or 
the nation will have been found guilty of one of the most 
costly economies in its history. We are neglecting the 
goose that lays the golden eggs of the future.” 

Dorst, president of the association of American Medi- 
cal Colleges, said progress in medical education within 
the past 30 years has made possible the best medicine 
the world has seen. He added: 

“But today the entire achievement is threatened. At 
a time when the prospects for further advancement seem 


. brighter than ever before, the schools of medicine are 


threatened with a critical shortage of non-restricted 
funds.’—The Bulletin of the Pierce County Medical 
Society (Tacoma, Wash.) February, 1954. 





HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 


(Continued from Page 352) 


® Legal Counsel J. Joseph Herbert rendered an 
opinion on insurance forms in industrial cases, 
following question from Washtenaw County 
Medical Society; Mr. Herbert also presented 
verbal opinion on several proposals, of medical 
interest, now before the Michigan Legislature. 


The monthly report of Rheumatic Fever Co- 
ordinator Leon DeVel, M.D., was presented and 
approved. 


The monthly report of the Public Relations 
Counsel included a review of legislation of inter- 
est to the medical profession and 


Chairman Otto O. Beck, M.D., gave a progress 
report on the Beaumont Memorial and the plans 
for its dedication on Mackinac Island, July !7, 
1954. 
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Report of Cancer Progress 


By Harry M. Nelson, M.D. 
Detroit, Michigan 


HE AMERICAN Cancer Society held its 

fortieth annual meeting in October, 1953, the 
eighth anniversary of its complete reorganization. 
We have come a long, long way since the Society 
was founded two score years ago. Time does not 
permit a detailed review of this progress. It has 
been a most successful year for the American Can- 
cer Society and its Southeastern Michigan Di- 
vision. As many of you who are veterans in cancer 
control realize, it has been the most rewarding 
year in the history of the Society. 


All of you can look back with warm satisfaction 
and rightful pride on the steady progress made 
in all aspects of the attack on cancer. I don’t 
think the public realizes the tremendous contribu- 
tion that is made by board members and the com- 
mittees of that body. Perhaps I am biased when 
I speak of the caliber of the people who are in this 
struggle against cancer, but it seems to me, and 
I say this honestly and with great humility, that 
the army of volunteers who are the real strength 
of the American Cancer Society are among the 
noblest in the land. Every bit of our success ul- 
timately depends upon the volunteers. Without 
their devotion, without thousands of hours of serv- 
ice given by these fine people, all the planning of 
policies and fine direction would have been mean- 
ingless. But with it, we are able to point to the 
unperalleled achievement during the past year in 





*Presented at the annual meeting of the Southeastern 
Michigan Division of the American Cancer Society on 


December 15, 1953. 
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research, education and service to the cancer pa- 
tients, 

I don’t want to labor this point of praise, but 
I do know that all of you will concur in the view- 
point that we have had splendid leadership from 
our executive director, Edward Tuescher. Never 
have the affairs of our division been so efficiently 
and expeditiously administered as they now are 
under his direction. 


Close association with the staff has given me a 
clearer understanding of the many large and com- 
plex operations of this office. Although these opera- 
tions are varied in range and complexity, they are 
met with a high degree of initiative and enthusiasm 
and at times, I think it is only fair to say, with a 
certain amount of ingenuity. I want to emphasize 
that none of these people, capable as they are, ever 
did this alone. They have had the co-operation of 
every volunteer. The links in this co-operative 
chain extend right down to the smallest units in 
our division. 

There has been a real awakening to the serious- 
ness of the cancer problem. More and more peo- 
ple are turning to our units for information and 
help. The public has given a great vote of con- 
fidence to the American Cancer Society. We see it 
in the last unprecedented material success achieved 
in the fund-raising campaign. It netted nearly 
$20,000,000. This represents at once, a vote of 
confidence by the people both in the Society’s 
accomplishments and in the Society’s policies, its 
aims and goals. Because of this great public in- 
terest, there has been more written in our news- 
papers and magazines about cancer than ever be- 
fore. More radio time has been given to cancer. 
Fortunately, newspapers rarely proclaim a “New 
Cancer Cure Found” any more. The new type of 
reporter, the science writer, with some academic 
background in science writes exclusively on medi- 
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cal and scientific subjects. The public is getting 
a more accurate interpretation of new discoveries 
in medicine. 


However, all of our local newspapers, radio and 
television stations are to be commended and sin- 
cerely thanked for their co-operation and interest 
during the past years. Many have gone out of 
their way to do an outstanding job of reporting 
vital cancer information to their readers. Literal- 
ly thousands of requests for more information have 
come in as a result of the messages which have 
been given in print and over the air. 


Among the outstanding editorial highlights was 
the series of cancer research articles written by Pat 
McGrady of the National American Cancer Society 
staff, carried in the Detroit News last April. This 
group of stories was followed up by Merle Oliver’s 
startling exposé on vicious cancer quackery which 
exists right in our own communities. 

Jack Pickering of the Detroit Times has con- 
sistently been sympathetic and co-operative and de- 
serves our heartiest thanks for his unfailing interest. 

The Detroit Free Press must be congratulated 
for its pioneering effort to provide the people with 
medical information and advice of individual con- 
cern through a series of medical forums for lay 
people. Miss Jean Pearson, who supervised the 
program, did a distinguished job. The panel on 
cancer, in which three of our division trustees par- 
ticipated, was a highlight of the series. All other 
newspapers, both daily and weekly, have shown 
unusual interest in cancer control, and must be 
heartily thanked and congratulated for their fine 
work. 


All radio and television stations have contributed 
hundreds of hours of air time to cancer control 
during the past years. Often heard on all of them 
are our short spot announcements urging people 
to learn the cancer facts, and to write for a free 
booklet on cancer. 


Our success in the campaign and the public’s 
increasing awareness of the threat of cancer gives 
us not only a better chance to do our job but 
places on us all an enormously increased responsi- 
bility. Ten years ago, 67,000 persons died of can- 
cer. This year the figure will be 225,000. By 1963, 
the total may reach more than 270,000. That 270,- 
000 depends to a considerable degree on how en- 
ergetically and effectively we work. The public 
recognizes our leadership and properly looks to us 
for guidance, for progress and for achievement. 
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The American Cancer Society is the only volun- 
tary health agency in the United States having a 
total program for controlling cancer. Research will, 
in time, be the means to ultimate and complete 
control and when the secrets of abnormal growth 
are finally discovered, effective treatment methods 
and perhaps even prevention will be realized. 
Education, public and professional, and service 
to the patient are the two arms of the effort to 
achieve the fullest possible measure of control of 
cancer immediately. They operate to this end by 
mobilizing and utilizing to the full all of the 
knowledge now at hand. 

The question is sometimes asked in program 
planning and budgeting or in preparing campaign 
material “Which of these three major programs— 
research, education and service—is the most im- 
portant?” There is general agreement that in the 
long-range view, research stands first, because even 
under the optimal conditions of treating cancer 
today, it is not likely that more than one-half of its 
victims can be cured. Only a better understanding 
of the fundamental causes of cancer and the dis- 
covery of more effective treatment methods can 
achieve the ultimate goal. But it is improbable 
that this goal will be gained quickly. In the mean- 
time there are lives to be saved. In the short-range 
view, the immediate objective—cancer control to 
the fullest extent possible at this time—is hardly less 
pressing to those now living and appraising the 
odds of having to engage cancer which are steadily 
mounting, and even now stand one to four. The 
strategy of immediate cancer control—the ques- 
tion of the relative importance of service and 
education—is largely rhetorical, for like the heart 
and the brain, neither can function effectively with- 
out the other. All the technology of modern medi- 
cine still stands helpless, a mere potential, unless 
it can be brought to bear on reasonably localized 


‘disease, which is the purpose of education, and all 


the education which can possibly be accomplished 
would be useless in a mere potential were there not 
adequate professional services to meet the circum- 
stances which wider understanding creates. 


With the advent of newer developments in treat- 
ing the patient with cancer, radical surgical proce- 
dures, more precise radiation therapy techniques, 
recent advances in medical treatment, the prac- 
ticing physician has a greater responsibility than 
ever before to recognize cancer earlier in his patient 
and to promptly institute proper treatment. Can- 
cer is more curable today than it ever has been. 
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There is no case of cancer, no matter how ad- 
vanced, in which there is nothing to be done. There 
js no disease of comparable magnitude in terms 
of mortality, long term invalidism, economic loss 
and social burden so susceptible of immediate sub- 
stantial relief as cancer. It is for that reason, that 
your medical and scientific committee-has given 
so much of our budget to professional education. 

We have continued our support of the Michigan 
Clinical Institute of the State Medical Society. The 
last session was held on March 12, 1953, in the 
Sheraton-Cadillac Hotel. We helped plan and sup- 
port the Fifth Michigan Cancer Conference in 
Lansing last October. The clinical sessions of the 
scientific meeting held in Detroit each fall, are 
financed by the Southeastern Michigan Division. 

Every physician in our area receives six issues 
a year of “CA—A Bulletin of Cancer Progress.” 
Issues are also sent to every hospital and to the 
senior students, College of Medicine, Wayne Uni- 
versity. The distribution of cancer monographs 
has been continued. The coming year will show 
even greater increase in the distribution of mono- 
graphs as there are two currently in production and 
two more scheduled for editing. 

A marvellous exhibit, depicting the activities of 
the Cancer Center, was shown for the first time at 
the annual meeting of the Michigan State Medi- 
cal Society held in Grand Rapids. We are grateful 
to the college of medicine and others who helped 
make this exhibit possible. It was viewed by many 
physicians who regarded it as one of the best ex- 
hibits shown. 

The latest in the series of films for doctors re- 
leased by the society and the National Cancer In- 
stitute has been released and is available. It is 
the fifth such production and covers “Cancer of the 
Oral Cavity.” 

This year, we have inaugurated the colored tele- 
vision program series for practicing physicians. 
These programs have originated in New York and 
have been received in Boston, New York, Phila- 
delphia, Pittsburgh, Toledo, Detroit and Dear- 
born. The general practitioners made up about 
70 per cent of the audience. There has been an 
average of about 185 who have viewed this tele- 
cast at the Masonic Temple and 117 at the Ro- 
tunda in Dearborn. I am sure that everyone who 
has witnessed this splendid teaching demonstra- 
tion was as impressed as I have been with its 
factual, interesting and dramatic presentation. The 
long hard work of this project will pay dividends. 
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This is truly a new and effective means of com- 
munication for professional education. The fact 
that the programs have been kinescoped, makes 
them available for showing to a potential audi- 
ence of every doctor in the country. 


No other disease calls for such varied and com- 
plex service as cancer does. The quality of can- 
cer service in the community can be directly re- 
lated to local professional interest, experience and 
competence. We are primarily concerned with ren- 
dering the best possible medical services available 
to all cancer patients who need them. Service is 
an important segment of the year-round volunteer 
program of the society. The goal of the service 
program of the American Cancer Society is basi- 
cally threefold. First, to prevent deaths from can- 
cer—second, to prolong the lives of those with 
incurable cancer—third, to relieve or minimize the 
suffering from cancer. The service program begins 
with the dissemination of information about can- 
cer as carried through the phases of detection, diag- 
nosis, treatment, rehabilitation and palliation or 
terminal care. The service aspect of the cancer 
control program provides the means by which lay 
and professional education can be put to use. There 
are three subdivisions of service, each with its own 
area of effective endeavor. First, professional serv- 
ices— Second, supplementary services—and Third, 
Volunteer Services. 


I shall discuss only briefly the professional serv- 
ices. This phase of the program includes the de- 
velopment of cancer diagnostic and treatment fa- 
cilities, medical and nursing care and social serv- 
ice. Recognizing the importance of case finding in 
cancer control, the service program encourages the 
development of a cancer detection program 
through the more general adoption by physicians 
everywhere of the society’s suggested policy—Every 
doctor’s office a cancer detection center. Detec- 
tion Center examinations of all citizens are not 
practical, yet it is known that a large section of 
the public does visit a physician at least once a 
year. It is either in the doctor’s office or in the 
community clinic that every possible effort must 
be made to provide examinations for cancer. 
Through these examinations, the most accessible 
cancers will be diagnosed earlier when the likeli- 
hood of cure is greatest. The Yates Clinic serves 
additional purposes: 


1. Educating the layman to accept his personal 
responsibility for health maintenance, which re- 
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sponsibility becomes increasingly important as he 
grows older. 

2. Affording the practicing physician the op- 
portunity to see the dividends of case finding meth- 
ods and to learn how to apply them skillfully. 

The Yates Clinic, under the direction of Dr. 
Gerald A. Wilson, is serving a relatively small per- 
centage of the population; however, it is perform- 
ing an important function in graduate education 
and in clinical research. 

Many patients with cancer, will at some time or 
other, require the services of a nurse. By co- 
operation with the Visiting Nurse Association, we 
have been able to provide home service for in- 
digent cancer cases. Such a program is not only 
of great personal value to the patient, but will 
also allow patients to be discharged from the 
hospital sooner. This relieves the shortage of hos- 
pital beds while the patient is adequately cared for 
at home by the visiting nurse. 

Still within the realm of professional service is 
the important field of social service, which assists 
the patient, the family and physician to meet the 
economic, emotional and social needs of the pa- 
tient and his family. One of the most valuable of 
the many functions of social service in a cancer 


control program has been the follow-up of cancer 
patients who are under the supervision of the 
local cancer clinic. 


Within the category of supplementary services, 
are information service, loan fund, occupational 
and recreational therapy, rehabilitation service, re- 
search program, miscellaneous grants and terminal 
care. These will be mentioned in more detail as 
part of the lay program. 

The National Research program which, since 
its inception in 1946, has aggregated something like 
$25,000,000.00 spent in support of grants-in-aid, 
institutional grants and fellowships, is the greatest 
single scientific effort ever concentrated on a single 
disease. The attack has been through many angles 
both fundamental and clinical research, in more 
than 100 institutions throughout the country. I be- 
lieve that our Detroit Institute of Cancer Research 
is one of the most important of these. 

The fight against cancer in America is unique. 
The co-operation between this great volunteer 
health organization and the United States govern- 
ment is indeed fortunate. The close working 
relationships with the National Cancer Institute 
of the United States Public Health Service have 
greatly facilitated and strengthened the program. 
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We who have seen the Federal appropriations 
grow from year to year are grateful for this im- 
portant source of funds to fight cancer in the 
laboratories and, I can add candidly, that the 
people in the National Cancer Institute appreci- 
ate it too. We realize that much of the initiative 
to have these appropriations increased stem from 
the vigorous efforts of the American Cancer So- 
ciety. I think we can be satisfied with the prog- 
ress in our laboratories. We can feel that we are 
providing much of the support that is needed. 
We must continue to look to the needs of these 
people because somewhere in the mind of man is 
the answer that will spell freedom from the fear 
of cancer for all time. On equal footing with re- 
searchers in combatting cancer are the members of 
the medical profession. It should be a source of 
satisfaction to all of us to contemplate the in- 
creasing measure of respect accorded the Ameri- 
can Cancer Society by the medical profession. The 
number of skeptics is decreasing. The number of 
our interested, articulate and effective doctors who 
wish to participate in our work is on the increase. 
The program of professional education is being 
well received, and both the general practitioner 
and the specialist have accepted and endorsed the 
society’s efforts to increase professional awareness 
and competence in the field of cancer diagnosis and 
treatment. 


The fact that this year the American Cancer 
Society was invited to participate in the meeting 
of the Shipman Committee of the American Medi- 
cal Association is significant. This committee is 
making a study of the relationship of the AMA to 
the voluntary health organizations. Its objectives 
were Outlined as follows: 


1. To establish effective liaison between the 
voluntary health agencies and the medical profes- 


sion at the top level. 


2. To assist in the development of all con- 
structive programs, legislative and otherwise. 

3. To insure the co-operation of medicine and 
the voluntary health agencies in accomplishing the 
objectives. 

4. To co-ordinate the efforts of voluntary health 
agencies and public health. 

Another important step taken during the past 
year was made by the Cancer Committee of the 
American College of Surgeons. The American 
College of Surgeons announced during the year 
an accreditation requirement for hospitals con- 
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ducting cancer programs, making a hospital can- 
cer registry a requisite for the college’s approval of 
a cancer clinic or a cancer diagnostic clinic and 
further, establishing a new category of cancer fa- 
cility for institutions not conducting such clinics, 
namely, a cancer registry. The important purpose 
of a hospital cancer registry is to assure periodic 
review and evaluation of the total cancer experi- 
ence in a given institution. A cancer registry con- 
tains a record of every cancer patient, both private 
and public, both in-patient and out-patient ad- 
mitted to the hospital. It includes an abstract of 
each patient’s clinical records with an annual fol- 
low-up of notes. This is most important. We cer- 
tainly will know more about the extent of the dis- 
ease, the influence of certain environmental factors 
and the results of treatment. 


A spur to activity this year is the formation of 
the Michigan Cancer Co-ordinating Committee. 
This committee had its first meeting on Novem- 
ber 12. It has as members three representatives 
from the Michigan Division of the American Can- 
cer Society, three representatives from the South- 
eastern Michigan Division of the American Cancer 
Society, the Commissioner of the Michigan De- 
partment of Health, a representative from the 
Michigan Health Officers Association, a repre- 
sentative from the Michigan State Dental Society, 
four representatives from the Michigan State 
Medical Society. It was felt that this co-ordinating 
Committee would co-ordinate and integrate all 
the activities of the various cancer groups in the 
state. 


One important activity of the volunteers that I 
should like to mention briefly is the study on lung 
cancer. A group of our volunteers are keeping ac- 
curate records on 6,727 men over fifty-five. A total 
of 205,000 are being studied nationally. We be- 
lieve that this study and the tabulation of 300,000 
World War I veterans will give us a clue as to 
whether smoking is a factor in the increased in- 
cidence of lung cancer. Cancer of the lung in 
men is increasing at a rate which is truly alarm- 
ing. It will soon be the leading cause of death from 
cancer. If we are unable to influence the present 
trend by 1970 it will outnumber all other deaths 
from cancer combined. 


The causes of lung cancer are still undetermined. 
Smoking, automobile fumes, dusts and other air 
pollutants are major factors. We are greatly con- 
cerned not only because of the 22,000 deaths from 
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lung cancer in 1953—18,400 men and 3,600 wom- 
en—but more so because of the 5 per cent increase 
in deaths from this form of the disease over the 
preceding year. The American Cancer Society’s 
position in the question of a possible cause-effect 
relationship between cigarette smoking and lung 
cancer is that at present, evidence is not available 
to state with certainty that smoking is a cause of 
the increase in lung cancer. There should be ex- 
tensive statistical and laboratory studies of a pos- 
sible relationship. 


Our research committee and its advisors, the 
Growth Committee of the National Research 
Council, have functioned on the plan that the most 
imaginative and powerful movements in the his- 
tory of science have arisen not from plan, not from 
compulsion, but from the spontaneous enthusiasm 
and curiosity of capable individuals who had the 
freedom to think about the things they considered 
interesting. 


A full-time program directed toward the over- 
all rehabilitation of all laryngectomized persons in 
the Detroit area, began in September. Arthur 
Riske was appointed full-time esophageal speech 
instructor. Serving in a volunteer capacity for 
the last four years, Riske had taught many Detroit- 
ers who had been left speechless by cancer of the 
larynx. Because of the increasing need for more 
speech classes, the expanded program provides for 
four day-time and two evening classes weekly. 
Riske also visits patients in hospitals, homes and 
places of employment, to assure and encourage 
them to use their new voices properly. Esophageal 
speech can be learned by most patients. It involves 
the substitution of the esophagus and stomach for 
the lost vocal cords. Patients often master the 
technique in several weeks and are able to resume 
normal social and business lives. 


We can achieve in our times a respectively great- 
er control over this scourge by giving its social 
aspect full expression. While our ordinary civic 
duties seem burdensome, it is necessary to endorse, 
to encourage, to counsel and to participate in this 
voluntary enterprise now organized against cancer. 
Mobilization and organization of the County’s 
medical and scientific resources for an intensive, 
sustained and co-ordinated inquiry into the nature 
of cancer and its control have come a long way. 
Despite these many recent advances, the problem 
is still a vast one. 


(Continued on page 389) 
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Cancer Detection at the 
Yates Memorial Clinic 


By Gerald S. Wilson, M.D. 
Esther H. Dale, M.D. 
Thomas B, Patton, M.D. 


Detroit, Michigan 


HE CHIEF obstacle to the cure of cancer is 

its tendency to change from a local and curable 
disease into a disseminated and incurable one. 
Hence, the best method available at the present 
time to effect a cure is recognition of the malig- 
nancy in its earliest form while it is still localized 
or better yet recognition and eradication of lesions 
which, while not yet malignant, possess definite 
malignant potentialities. Because of this concept, 
the medical profession and the American Cancer 
Society have encouraged various forms of cancer 
detection programs aimed at discovering these 
lesions in their earliest stages. 


Early recognition of cancer can be accomplished 
in several ways. The first and the ideal of any 
cancer detection program is for every doctor’s office 
to be a cancer detection center. The Hillsdale 
plan for tumor detection, instituted in 1947 in 
Hillsdale, Michigan, functions under such a con- 
cept. Since cancer of the skin, breast, cervix, and 
rectum account for well over 60 per cent of detect- 
able cancers, and since these areas can be examined 
readily by any doctor without special equipment, 
the essence of this program is to examine in the 
physician’s office every patient over forty years of 
age at six-month intervals. Examinations are on 
a fee basis, involve little extra paper work to the 
practicing physicians, and insure an_ excellent 
patient-doctor relationship. This method has the 
disadvantages that it is a limited type of examina- 
tion, it is done by doctors of varying competency 
and with varying thoroughness, and statistical data 
accumulated by such a system is difficult to 
evaluate. 


The opposite of the Hillsdale plan is a central 
cancer detection center such as the Strang Clinic 


Gerald S. Wilson, M.D., is Medical Director, Yates 
Memorial Clinic Instructor, Department of Surgery, 
Wayne University College of Medicine. 

Esther H. Dale, M.D., is Pathologist, Yates Memorial 
Clinic Assistant Professor, Department of Pathology, 
Wayne University College of Medicine. 

Thomas B. Patton, M.D., is Associate Professor, De- 
partment of Surgery Medical College of Alabama. 
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TABLE I. NUMBER OF PATIENTS EXAMINED 








——» 


Year Patients Examined % Female 





1950 
1951 
1952 
1953 


2,238 
3,975 
4,414 
4,639 





Total 











15,266 





at the Memorial Center, New York City, and the 
cancer detection clinics associated with the various 
medical schools. In these centers, examinations 
can be complete, done by highly trained personnel, 
and the results are already centralized, making 
Statistical evaluation a relatively simple problem. 

The Yates Memorial Cancer Clinic, representing 
one of the latter type of clinics, was established 
in 1950 by the Southeastern Division of the Ameri- 
can Cancer Society and is operated professionally 
by the Wayne University College of Medicine. 
Patients come to the clinic through the stimulus 
of information gained through the radio, maga- 
zines, newspapers or private physicians. Before 
being examined, the patients must state the name 
of the private physician to whom the report is to 
be sent. A complete history and physical examina- 
tion is performed, including in the female a pelvic 
inspection with routine Papanicolaou smears of 
the cervix and vagina. Sigmoidoscopic examina- 
tions are done regardless of sex or age. Complete 
blood counts and urinalyses are performed on each 
patient and biopsies are taken when indicated. 
Ear, nose, and throat examinations with visualiza- 
tion of the vocal cords are made and roentgeno- 
grams of the chest are obtained when symptoms 
warrant. The diagnoses and recommended treat- 
ment are not discussed with the patients; rather 
they are instructed to consult their private physi- 
cians. 


The basic aims of the Yates Memorial Clinic as 


. postulated when the clinic was initiated in May, 


1950, are: (1) to operate a small model teaching 
clinic, (2) to provide facilities for the early diag- 
nosis of cancer, and (3) to gather statistical data 
on the prevalence and incidence of cancer in the 
community. Actually, the facilities of the clinic 
enable the handling of less than 1 per cent of the 
people in the community needing this type of 
diagnostic service. 

From May, 1950, through December, 1953, 
15,266 patients (Table I) have been examined at 
the Yates Clinic. In most cancer detection center‘ 


JMSMS 














nd the 
yarious 
lations 
sonnel, 
naking 
oblem. 
senting 
dished 
A meri- 
ionally 
dicine. 
imulus 
maga- 
Before 
name 
t is to 
umina- 
pelvic 
ars of 
umina- 
mplete 
n each 
icated. 
ualiza- 
tgeno- 
|ptoms 
treat- 
rather 
physi- 


inic as 
May, 
aching 
diag- 
1 data 
in the 
clinic 
of the 
pe of 


1953, 
1ed at 
enter‘ 


MSMS 





TABLE II. 











Period of Operation: May 15, 1950—Dec. 31, 1953 


_ 








Total Number of Patients Examined: 15,266 
Tot 1 Number of | Pelvic Malignancies 129 |42.3% 
os “Proven Breast Malignancies 63 |20.7% 





Malignancies : : : : 
305 Malignancies of | Malignancy in 
Gastro-intesti- Rectal or Sig- 


nal Tract: moid Polyps 22 7.2% 
62—20.3% Malignancy not 
in Polyps 40 |13.1% 





Miscellaneous (Skin, Tongue, 
Lip, etc.) 51 16.7% 














Incidence of proven Malignancy 





there is a decided preponderance of women. The 
female majority can probably be explained on the 
basis of the greater prospect of detectable lesions 
in a curable stage in women and their ability as 
housewives to accommodate to the daytime clinic 
hours. 


Table II shows the incidence of proven malig- 
nancy and a general analysis of distribution by 
site. Pelvic malignancies constitute the largest 
group of detectable cancers, followed by breast 
and the gastrointestinal tract, and finally, the mis- 
cellaneous group. The relatively high overall rate 
of proven malignancy in this clinic (2 per cent) as 
compared to other series”? is partly explained by 
the fact that not all our examinations can be 
classified as true “detection” examinations. Can- 
cer “detection” implies the examination of an 
asymptomatic and presumably healthy individual 
and the prevalence of cancer found often reflects 
the thoroughness with which symptomatic cases 
are weeded out and refused examination. Although 
the Yates Clinic primarily services the asymptom- 
atic patient, only those with complaints obviously 
related to cancer are denied examination. The sec- 
ond reason for the high rate of malignancy in this 
clinic is the emphasis placed on vaginal and cer- 
vical smears and the generous use of biopsies. Of 
the 15,266 patients examined, 1,410 or 9.2 per 
cent have had a biopsy of some suspicious area. 


In addition to the proven malignancies, 9 per 
cent of all patients examined are suspected of hav- 
ing cancer, or cancer cannot be ruled out, and 
these patients are referred back to their family 
physician for further diagnostic evaluation. An 
endeavor is being made at the present time to 
follow all patients with suspected or known malig- 
nancy through contact with their private physician. 


As a part of such a thorough examination, many 
non-neoplastic diseases are discovered and _ these 
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conditions are also reported to the patient’s physi- 
cian. Of interest is the fact that over 85 per cent 
of patients entering the Yates Clinic are dis- 
covered to have one or more diseases, many of 
which have already been diagnosed by their family 
physician. 


The employment of exfoliative cytology as a 
screening method to detect early cancer of, the 
uterus has been carefully studied in this clinic. 
Although several methods of obtaining cervical- 
vaginal smears are employed the use of a wooden 
spatula has been found most satisfactory in our 
hands. This is a very simple device which can be 
made from an ordinary tongue blade. One end 
is rounded and the other end is cut into a double 
pointed tip. The pointed end is introduced into 
the external os and rotated. The rounded end is 
used to scoop up some of the vaginal secretions. 
It has been the experience at the Yates Clinic that 
the material obtained from the cervical scraping is 
more valuable than the vaginal fluid because the 
cells are less macerated and deteriorated. The 
fixative solution and the staining method are those 
recommended by Dr. Papanicolaou.*: 


Several ways of reporting smears are being used 
in this country. The classification employed at the 
Yates Clinic is that proposed by Graham‘ con- 
sisting of: negative, atypical, suspicious, and posi- 
tive. The first and last classes need no clarification. 
An atypical smear is one in which some cells, 
although not normal, are characterized by abnor- 
malities of insufficient degree or kind to arouse 
suspicion of malignancy. A suspicious smear is one 
in which the cells are so abnormal as to suggest 
a definite possibility of malignancy. 


It should be emphasized that the Papanicolaou 
smear is a method of screening for cancer which 
if positive, especially in the case of vaginal-cervical 
smears, points the finger of suspicion to this area 
and indicates the need of a biopsy. Smears are 
not diagnostic in themselves and treatment should 
not be initiated on the basis of the smears alone. 
On the other hand, in some cases where a positive 
smear has been obtained and the biopsy is nega- 
tive, it is entirely possible that the specimen was 
not taken from the area in question. For statistical 
purposes the positive smear does not definitely 
classify the case as malignant until a confirmatory 
biopsy has been obtained. 


Of 12,015 women in whom cervical-vaginal 
smears were examined, malignant neoplastic cells 
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TABLE III. 


TABLE IV. 








Period of Operation: May 15, 1950—December 31, 1953 





Number of Women Examined 


12,015 
Number of Positive Vaginal-cervical smears (cases) 137 (1.14%) 





Follow-up 
in 137 
Cases Biopsied 

with Cases: 
Positive 121 
Smears 


Not Biopsied 





Histologically 
Confirmed: 
109 cases 


Biopsy at Yates 
Clinic 
Biopsied Elsewhere 





Negative Biopsies 


Percentage 
of 


109 Positive Biopsies in 121 Biopsied Cases 





Accuracy | ‘‘False Positives’’—12 cases 











were found in 137 cases or 1.14 per cent (Table 
III). In sixteen cases biopsies were not obtained 
and these are not included in the calculation of 
the percentages. That biopsies were not performed 
in these cases was due to several reasons. In some 
instances, the patients neglected to keep appoint- 
ments for a return visit to the clinic. In other 
cases, the patient’s physician: stated that he 
examined the patient and saw no reason for a 
biopsy. Unfortunately, the lack of a grossly visible 
lesion is no guarantee of freedom from carcinoma, 
especially carcinoma of the cervix. Of the patients 
with positive smears 121 were subsequently biopsied 
either at the Yates Clinic or elsewhere and the 
diagnosis was confirmed in 109 cases or 90.1 per 
cent. 


Of even greater significance is the fact, as noted 
in Table IV, that fifty-six of the cancers of the 
female genital organs as a whole and fifty-two of 
the squamous cell carcinomas of the cervix were 
first suspected by smear and later confirmed by 
biopsy. Before the smear was found to be positive, 
a thorough history was taken and a physical exami- 
nation performed including a pelvic examination 
with direct visualization of the cervix by a gynecol- 
ogist at which time no evidence of neoplasm was 
encountered. Without the smears as a screening 
procedure these lesions would have been missed 
at a stage most amenable to cure. 


Forty, or 35.4 per cent of the cervical carcino- 
mas were considered pre-invasive (carcinoma in 
situ) by biopsy but are classified as probably or 
possibly rather than definitely pre-invasive because 
of the impossibility at times of determining by 
biopsy the true extent of the disease. Not infre- 
quently, more complete histological examination of 
such cervices will reveal areas of outright invasion. 

An important function of the clinic is to act 
as teaching center in affiliation with the Wayne 
University College of Medicine, where physicians 
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Total Pelvic Malignancies 
Diagnosed or Suspected First by Smears 





Squamous cell 
Carcinoma of 
Cervix: 


Probable or Possible Pre-invasive 
arcinoma — 
Invasive Carcinoma 





113 cases Diagnosed or Suspected first by 


Smears 














may learn the routine procedures and the newer 
diagnostic methods employed in recognizing early 
cancer. Postgraduate students participate in daily 
clinics where, under the supervision of one of the 
staff physicians, they perform the various proce- 
dures. It is the hope that through this means the 
clinic will set a standard for cancer detection in 
the community and will educate the doctor as well 
as the public in what to expect from such an 
examination. This will ultimately increase the 
effectiveness of cancer detection in the place where 
the great bulk of detection will eventually be done 
—the doctor’s office. 


Summary 

1. This paper reports the aims. of the Yates 
Memorial Cancer Detection Clinic and discusses 
some of the findings in*15,266 patients covering a 
period of operation from May 15, 1950, through 
December 31, 1953. 

2. The incidence of 2 per cent proven malig- 
nancies is cited with a breakdown of these lesions 
according to site. 

3. Cytologic diagnosis as a screening method for 
cancer, particularly of the cervix, is discussed and 
its accuracy is evaluated. 

4. It is emphasized that fifty-two cases of car- 
cinoma of the cervix were not suspected on careful 
clinical inspection but were diagnosed by smear 
examination and later confirmed by biopsy. 
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The Volunteer—Heart and 
Soul of the ACS 


By Mrs. Waldorf T. Kirk 


NDER the sign of the Cancer Sword of Hope, 
symbol of the crusading program of the 
American Cancer Society, men and women every- 
where are carrying on the fight to prevent unneces- 
sary deaths. 


Doctors, lawyers, scientists, businessmen, career 
women, housewives, teachers, pupils—volunteers 
from every walk of life, old and young, skilled and 
unskilled, are fighting the American Cancer So- 
ciety’s three-front war on cancer. 


In the Society’s two divisions in Michigan, the 
Southeastern Michigan Division, which covers 
Wayne, Oakland and Macomb Counties, and the 
Michigan Division, serving the rest of the state, 
thousands of volunteers are striking back at cancer 
in an endless number of ways. 


In 1913, a handful of determined physicians 
organized the American Society for the Control 
of Cancer, as it was then called. These were the 
Society’s first volunteers, working to gain recogni- 
tion of cancer as a major health problem, acquaint- 
ing the general practitioner with the latest develop- 
ments in cancer diagnosis and treatment, encourag- 
ing the establishment of cancer clinics, and other 
detection and diagnostic facilities. They provided 
inspiration to the countless thousands of others 
who followed. 

Shortly after its organization, the Society real- 
ized that the co-operation of lay people was needed 
to spread the message of hope about cancer. So 
they enlisted the help of the women, who launched 
into an impressive educational crusade to break 
down prejudice, fear and pessimism, and spread 
facts about the disease that could save lives. 

Today the work of this vast army of volunteers 
has grown to include every type of educational 
activity to spread the cancer facts. Its service pro- 
gram eases suffering, and provides comfort to 
fellow humans in sickness and distress. Through 
its fund-raising activities, the Society is able to 
support its ever-growing program of research, edu- 
cation and service. The national organization and 


_— 
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each of its sixty divisions are governed by Boards 
of Directors, all volunteer, made up of distin- 
guished doctors and lay people. 

Since the public has come to accept the Ameri- 
can Cancer Society as the leading agency in the 
field of cancer control, those who become involved 
with cancer look to the Society for help in solving 
the multifold problems which cancer creates. 

Of special significance, therefore, is the informa- 
tion service provided in all organized units of the 
Society. Sometimes unit offices are set up. More 
often, the unit chairman has donated her home 
as the cancer headquarters for her community. 
Here the ACS makes the first contact with the gen- 
eral public, usually in the form of a worried indi- 
vidual seeking advice and help in one or more of 
the problems which cancer presents. The informa- 
tion service is, for the most part, conducted by 
volunteers, properly screened, trained and super- 
vised. They form the nucleus for the Society’s lay 
service projects. The donation of volunteer time 
and effort, of gifts and service, under professional 
guidance and training, helps in carrying at least 
part of the financial burden of the cancer patient 
being treated at home, sometimes hastens his recov- 
ery and at least eases his terminal days. 

Volunteers are performing other important serv- 
ices for cancer patients and their families. In the 
Michigan counties of Wayne, Oakland, and Ma- 
comb last year, a total of 1,200,000 cancer dress- 
ings were made and distributed free of charge by 
volunteers. It has been estimated that these dress- 
ings represented, in savings to the average home 
patient, around $40 to $50 monthly. 

Almost every ACS Unit stocks and maintains 
cancer loan closets for patients in their own com- 
munities. The service provides such items as hos- 
pital beds, wheel chairs, bedside feeding tables, 
bedding, bed pans, lamps, and other sickroom sup- 
plies and equipment. Larger items are furnished 
on a loan basis, for as long as the patient has need 
for them. Smaller supplies, such as vaseline, gauze, 
adhesive tape, etc., are given away. 

Other volunteers serve as clinical aides smooth- 
ing the way for the doctor and the nurse by regis- 
tering patients and taking their medical histories, 
and other small tasks which do not require profes- 
sional skills. The Yates Memorial Clinic, spon- 
sored by the Southeastern Michigan Division of 
the ACS, receives considerable help from volun- 
teer aides. 

Others transport patients to and from treatment 
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centers; some make friendly visits to the home, 
bringing cheer to the patients and some relief to 
the family burdened with his care. 

While volunteers in the service program bring 
comfort and aid to those who have already been 
stricken with cancer, others in the educational pro- 
gram are saving many thousands from the disease 
by teaching the important facts about cancer. 
Volunteer speakers’ bureaus include doctors, law- 
yers, housewives and business people who devote 
many afternoons and evenings to visiting factories, 
clubs, churches—in short, any place where people 
gather, to tell them about the disease, and show 
the Society’s excellent cancer films. 

Volunteer office aides address and mail litera- 
ture, pack and mail posters, keep records. Others 
set up and staff exhibits and help raise funds to 
finance the Society’s cancer control program. 

At the unique Detroit Cancer Center at 4811 
John R, home of the Southeastern Michigan Divi- 
sion, volunteers may be seen daily working with 
staff members on many phases of the division’s 
activities. Volunteer guides conduct tours through 
the building, which also houses the Detroit Insti- 
tute of Cancer Research, the Yates Memorial 
Clinic, and the Michigan Tumor Registry. 


One of 


the most remarkable studies 


ever 


planned is now being carried on by several thou- 
sand volunteers in the entire state of Michigan. 
Volunteers have collected the smoking histories 
of more than 36,000 white men between the ages 
of fifty and sixty-nine, and are following these men 
closely. The project, originally planned to continue 
over five years, may be completed sooner than ex- 
pected because of the excellent performance of the 
volunteer researchers. Much will depend on the 
results of this year’s follow-up. 

“Questioning such a large number of men at the 
outset of the study (204,547 men, nationally) was 
a remarkable feat in itself, but what was most 
gratifying was the high quality of work,” Dr. E. 
Cuyler Hammond of New York, national director 
of the study, said. “A certain number of errors 
are to be expected on such a large scale project, 
but in this instance 97 per cent of the question- 
naires were usable, and 90 per cent were perfect. 
It is doubtful whether paid, professional inter- 
viewers would have done as well,” he said. 

So, the volunteers are truly the heart and soul 
of this great organization dedicated to the control 
of cancer. Without their unremitting efforts, often 
in tasks with no glamour and much frustration, we 
could not have made progress. Without their con- 
tinued leadership, the future would not look so 
hopeful. 





THE DECISIVE BATTLE AWAITS ALL AMERICANS 


Of the 25,030,000 participants in all American wars, 
19,288,318 are living veterans! More than 4,500,000 
Americans have served in the Korean war, and more 
than 1,483,000 have become veterans of that war by 
death or discharge. 

One in eight of all Americans today is a veteran 
and certainly somehow related to five or six of the 
remaining citizens. 


Americans are then a nation of 


veterans, of whom only a vanishing ten per cent 
have not as yet been called upon to serve or to wait 


and work for someone who is serving. 

With induction _ totals 
lengthen and the age of those called falls lower. Today 
the registering young man has but six months assured 


each passing month the 


to him as a civilian from his 18th birthday, and his 
draft board less than another six months in which to 
call him. 

Surely all this is pertinent to any reflection upon 
the problem of waging a decisive conclusion to the 
protracted and so far inconclusive struggle in Korea. 
Already the first of the sons of Second War veterans 
are being uniformed, and many of these have grand- 
fathers who served in the First World War. 

What problem confronting civilization can compare, 
for challenge, with that of making such a waste of 
productive years no longer necessary? What greater 
challenge to the century than to end this waste of 
human capabilities?—Editorial, B. C. Evening News, 
March 29, 1953. 
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The Role of the General 
Practitioner in the Cancer 
Control Program 


By J. S. DeTar, M.D. 
Milan, Michigan 


 Qenpresigns present mortality figures indi- 
cate that the annual death rate from cancer 
is about 200,000 persons per year in the United 
States, and is increasing about 3 per cent a year, 
there are indications that the correct figure is much 
higher. Dr. P. E. Steiner, President of the Ameri- 
can Association for Cancer Research, concludes 
from his studies that errors in diagnosis and incor- 
rect reporting constitute an additional 20 per cent 
mortality. This would bring the correct figure for 
cancer mortality to about a quarter of a million 
annually. 


The Family Physician’s Index of Cancer Suspicion 


Correlation of this figure in terms of the general 
practice of medicine would be interesting. There 
are slightly over 200,000 Doctors of Medicine in 
the United States.” 47 per cent of these doctors do 
general practice. This includes 73,000 who do 
general practice exclusively, and 23,000 who prac- 
tice general medicine with a major interest in some 
special branch of practice. 


It would be to the medical and economic ad- 
vantage of every one of the 160,000,000 people in 
the United States if each had a personal physician 
—a family physician. If this were the case, the 
average case load would be 1,600 persons per 
family doctor. Making generous allowance for 
those who do not have a family medical counsellor, 
we might compromise on a figure of about 1000 
persons per general practitioner. With 250,000 
cancer deaths annually, and with 100,000 family 
physicians caring for these victims, simple arith- 
metic indicates that the average general physician 
treats not more than 2.5 patients annually who are 
dying of cancer. 

Consider this figure: 2.5 cancer deaths a year. 
It constitutes about one-seventh of the average 
physicians’ deaths. Deaths in the practice of medi- 
cine occur along with births, and colds, and acci- 
dents, and headaches. When one considers that 
the potential cancer victim may seek his initial 
examination at the same time that the family 
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physician is involved with problems of delivering 
babies, treating accident victims, giving immuniza- 
tions and wrestling with psycho-somatic problems, 
it is not difficult to appreciate that the index of 
cancer suspicion on the part of the doctor could 


conceivably remain at a sub-ideal level. 

This is of course inexcusable. However, we 
should face facts, and we should face them in a 
forthright manner. Cancer consciousness has not 
yet reached its zenith, with either patients or phy- 
sicians. In a recent survey in Philadelphia of cases 
receiving late treatment for cancer of the cervix 
it was discovered that 50 per cent of the delay was 
due to failure to make a pelvic examination on 
the initial visit. Certainly the index of cancer 
suspicion was not high in those neglected cases. 


Furthermore, it was found by Dr. B. F. Boyd 
in a study of the causes of death from cancer 
among physicians during the past ten years, that 
doctors themselves report for treatment actually 
later in the course of the disease than cancer vic- 
tims in the general population. 

These statements are a bit shocking, but they 
are true. They simply point to the necessity for 
continuous accent on the cancer problem. This 
continuous accent is necessary among the 100,000 ' 
family physicians who serve as the first line of 
defense against this disease. The Cancer Control 
Committees of the National, State, and County 
Medical Societies are performing yeoman service 
in this campaign of continuous physician educa- 
tion. The role of the general physician in the can- 
cer control problem is very similar to that of the 
soldier who is a member of the squad or platoon 
assigned to the perimeter defense in a combat 
zone. The enemy’s likelihood of success is entirely 
dependent on his ability to get through the outpost 
undetected. The success of the defense lies in an 
early detection and prompt countermeasures. Early 
detection must take place in the family physician’s 
office. The countermeasures are many. 


What Is the General Physician’s Field in Detection? 


Specifically, what can the family physician do 
in early detection? What assistance must he have? 

The story of the symptoms told to the doctor by 
the patient—the history—is of paramount impor- 
tance. The doctor’s cancer suspicion is imme- 
diately aroused by a story of weight loss, nausea, 
loss of appetite, weakness, simple vomiting, diffi- 
culty in swallowing, continuing indigestion, re- 
cently developed change in bowel habits, unac- 
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countable cough, blood from any body aperture, 
or any unusual discharge. The family physician 
needs only his eyes, his hands, a few simple instru- 
ments, and an alert cancer consciousness in order 
to detect the symptoms of most early cancer. 

Cancer of the nose can be detected with the aid 
of a head mirror and a nasal speculum. Cancer of 
the mouth can be detected with a tongue blade 
and a good light. Cancer of the larynx can be 
detected with a laryngeal mirror, a head mirror, 
a good light, and a piece of gauze to hold the 
tongue. Early detection will save 90 per cent of 
cases. Symptoms are easily recognized. Cancer of 
the prostate can be detected by examination so 
simple that it is a routine part of every periodic 
health examination in the male. Papanicolaou 
stains will assist in suspicious cases. 

Cancer of the cervix can be detected with a 
speculum, a light, a bottle of iodine solution, and 
a Papanicolaou stained slide. Laboratories are 
available to physicians in any locality reached by 
the United States mails. Every general physician 
is able to remove tissue from suspicious lesions of 
the cervix with simple punch forceps. 

Cancer of the rectum and colon are detectable 
by examination which can be done in any general 
physician’s office without special tables or expen- 
sive equipment. Seventy per cent of all such can- 
cers may be detected without x-ray examinations. 
Early diagnosis can result in a survival rate of over 
50 per cent. 

Cancer of the skin can be verified by examina- 
tion of a biopsy specimen which every general 
physician in the country is equipped to remove in 
his office. 

All these procedures can be done by the family 
physician without assistance in his office. All that 
is needed is education of the patient sufficient to 
send him to his personal physician when early 
symptoms present themselves, and a high degree of 
cancer consciousness on the part of the physician. 


When Does the General Physician Require 
Assistance ? 


No general physician, however, constitutes the 
final word in cancer detection. This is the job of 
the whole team. Positive findings by the patholo- 
gist require immediate co-operation of a specialist 
whenever removal or treatment of the lesion call 
for special techniques beyond the training and 
experience of the family doctor. The range of 
surgical skill and experience among general physi- 
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Cians is very wide, some performing a great ceal 
of surgery, and others practically limiting their 
practices to internal medicine. The decision, as to 
whether surgical consultation and assistance are 
needed, is for the doctor to make. No ethical 
general physician attempts a surgical procedure for 
which he is not qualified by training and experi- 
ence. 

Few family physicians have special training in 
urology. Blood in the urine invariably calls for a 
special examination. The services of an x-ray 
specialist are indispensable and necessary in the 
diagnosis of all chest cancers and cancers of the 
intestinal tract. An x-ray examination is not the 
simple procedure many patients believe it to be; 
it is not just taking a “picture.” Interpretation of 
x-ray films requires thorough knowledge of the 
case, and it is here that the family physician is able 
to render great service in providing the x-ray con- 
sultant with a complete description of the symp- 
toms which necessitate the x-ray examination. In 
fact, this same close teamwork between family 
physician and specialist-consultant, is necessary in 
all fields, because such factors as family history, 
environmental influences, previous disease history 
and present symptoms are of great importance in 
arriving at a correct diagnosis. Cancer detection is 
truly a team effort. The family physician is the 
quarterback. He may call on any other member 
of the team to carry the ball, but he must him- 
self take the initiative, call the plays, and accept 
responsibility for victory or defeat. 


Progress in the Ranks of the General Physician 


At this point, a few words regarding the place 
of the general physician are indicated. For a 
hundred years prior to the twentieth century, all 
physicians were general practitioners. During the 
past fifty years the trend toward special fields of 


training has been dominant. Ten years ago the 


great majority of senior students in medical schools 
planned to enter the specialties. The past five years 
have seen a reversal in this trend. Today, 50 to 60 
per cent of senior medical students indicate an 
intention of doing general practice after internship. 
In addressing the senior class of the Medical 
School of the University of Michigan, I asked the 
students how many were considering general medi- 
cal practice in their plans for the future; 90 per 
cent raised their hands. This is an encouraging 
sign. It is a response to public demand for more, 
and better trained family physicians. Six years 
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ago the American Academy of General Practice 
was organized for the purposes of maintaining high 
standards among general practitioners, of stimu- 
lating postgraduate medical education, and of 
attracting and training more medical students to 
be family physicians. Today over 17,000 family 
physicians hold membership in this new organiza- 
tion which requires that they show evidence of 
continuous postgraduate study in order to retain 
membership. Cancer detection is high on the list 
of subjects in all their postgraduate educational 
programs. 


General physicians, however, in some localities, 
have difficulty in securing hospital appointments. 
Over 2500 physicians in New York City lack hos- 
pital staff membership, and over 800 in Detroit. 
As a result, these doctors suffer from lack of con- 
tinuous professional stimulation and education 
which such association engenders. Although this 
condition is not common in smaller communities, 
it does prevail in most metropolitan areas. If the 
index of cancer detection alertness is to be kept 
at a high level, the family physician must not be 
relegated to a position of a mere sorter of patients. 
He must be an integral part of a hospital organi- 
zation. Present evidence indicates that much 
progress is being made to correct this undesirable 
situation. 


Periodic Health Examinations 


One additional plank in the family physician’s 
platform for cancer detection should be mentioned 
in passing. This is the periodic health examina- 
tion. The American public is becoming increas- 
ingly conscious of the value of this procedure. This 
is particularly true in the preschool age, and after 
the age of forty. General physicians are spending 
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a greater and greater percentage of their working 
hours in this phase of medical practice—a phase 
which is strictly preventive medicine in the field of 
private practice. These periodic examinations offer 
a golden opportunity for every family physician to 
search for the signs and symptoms of cancer, along 
with those of diabetes, heart disease, hypertension, 
the arthritides, and other degenerative conditions. 
Even the routine administration of immunizations 
to babies and small children affords the alert 
doctor this privilege in an age group which demon- 
strates malignancies second only to ‘the incidence 
in the declining years. The Michigan State Medi- 
cal Society is presently developing plans which 
should lead to a marked extension in the practice 
of periodic health appraisals—with the family phy- 
sician’s office the focal point in the program. 


The Future of Cancer Control 


I cannot close this discussion of the relationship 
of the general physician to cancer control without 
a word of appreciation to the Cancer Committee 
of the Michigan State Medical Society, and to the 
Michigan State Department of Health for the 
excellent, stimulating work they are doing for the 
family physicians throughout the State of Michigan 
through the medium of the Cancer Bulletin. Every 
issue of the Bulletin acts as a catylist to increase 
cancer alertness. It constitutes a- ready, up-to-the- 
minute file for reference. It is a splendid stimulus 
to physician thinking in this all-important field. 

Certainly, with this continuing education of 
the physicians of Michigan, and with the continu- 
ing work of the Michigan Branches of the Ameri- 
can Cancer Society in the education of the con- 
suming medical public, the progress of cancer 
control in Michigan will reach hitherto unattained 
heights. 
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(Continued from Page 381) 






The solution lies in attacking it on it broadest 
possible front—educating the public, keeping the 
doctor up to date, studying and supporting newer 
methods of detection, carrying on an integrated 
research program nationally planned, and in train- 
ing the manpower for research in the future. For it, 
the American Cancer Society represents the great- 
st weapon to fight this battle. 


Aprit, 1954 


So cancer control—through research, education 
and service—is a year in, year out job that must be 
tackled by each individual according to his par- 
ticular talents. But it is a job that is paying off 
slowly but surely, and one day will bring about the 
end of the most vicious killer the world has known 
—Cancer. 





3001 W. Grand Bluvd., Detroit 2 
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EPITHELIOMA OF THE ANUS—MARTINEAU ET AL 


Basal Cell Epithelioma 
of the Anus 


By P. C. Martineau, M.D., MLS., 
V. K. Saini, M.B., B.S., 
Volna Clermont, M.D. 


Detroit, Michigan 


we 1923, Pennington,”° first described a basal 
cell epithelioma of the anus, an entity that 
has since been recorded but eighteen times. The re- 
ports of these cases are summarized in Table I along 
with a case from Herman Kiefer Hospital.1»*-%*1* 
14,18,19,20,21,22,23 
There is no symptom complex characteristic of 
anal basal cell epithelioma. The outstanding fea- 
ture in the clinical history of most patients with 
this condition is one of chronic irritation. The re- 
ported duration of anal symptoms prior to admis- 
sion in the cases listed in Table I ranged from 
six months to thirty years with two-thirds of the 


patients having symptoms from six months to six 
years. ; 


The principal finding on physical examination 
was that of an anal mass. This was described in 


all nineteen cases. The mass was infiltrating in ten 


cases and polypoid in nine. Hemorrhoids were 
noted in eight patients. 


Ulceration of the anal surface was noted only in 
three cases. Pain and tenderness were very unusual 
initial symptoms and for this reason the patient 
did not seek care until the lesion was advanced. 


Eleven of the tumors were small and were 
apparently excised in an early stage of their 
growth. In this group there were no recurrences 
reported following definitive therapy; whereas, in 
those of the advanced group in which the outcome 
is recorded, all had recurrences of the tumor. 
Five such cases were reported with deaths pre- 
sumably due to the anal cancer, but no autopsy 
reports were available. Because of the disastrous 
consequences of the unrecognized or untreated 
condition, this entity should be considered in the 
differential diagnosis of all anal masses, and a 
biopsy should be made whenever there is the 
slightest suspicion. The definitive diagnosis is 


From the Surgical and Pathological Departments of 
Herman Kiefer Hospital and Wayne University College 
of Medicine. 

Dr. Martineau is Pathologist, Dr. Saini, Fellow in 
Thoracic Surgery, and Dr. Clermont, Resident in Pa- 
thology, at Herman Kiefer Hospital. 
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neoplasm followed by local irradiation. 


dependent upon the histologically demonstrable 
basal cell structure of the tumor. 

In a series of 951 proctologic cases, ‘Tucker and 
Hellwig?? found one third of their malignant 
lesions had been discovered by routine histologic 
examination of clinically benign lesions. They 
concluded that, more than in other regions, early 
malignant lesions of the anal canal may closely 
resemble harmless conditions. 

Basal cell epithelioma of the anus, which has 
much better prognosis than epidermoid carcinoma 
of the anus, is unfortunately much less common. 
Buie and Brust® from a series of 61,000 procto- 
scopic examinations were able to find 2,939 malig- 
nant lesions. Of these, fifty-one were anal car- 
cinomas including forty-six epidermoid carcinomas 
and three basal cell carcinomas. In a latter 
review, McQuarrie and Buie’® studied 137 addi- 
tional cases of malignant anal neoplasms of epider- 
mal origin and were able to find only two cases of 
basal cell epithelioma. The patients cited in Table 
I ranged in age from forty-three to seventy- 
seven years with an average of 56.6 years. Forty- 
two per cent of the patients were from the sixth 
decade and 69 per cent were from the age period 
fifty to sixty-three years. The age distribution is 
similar to that of several large series of epidermoid 
carcinoma of the anus. Gabriel’s* reported average 
age in fifty-five such patients was sixty-two. Buie 
and Brust’s* was fifty-seven years in forty-six 
cases, and Keyes et al was fifty-seven in twenty- 
seven cases. 

The sex distribution is also similar to that of 
anal epidermoid carcinoma with eleven men and 
eight women in the cases recorded in Table I as 
compared with twenty-five women and twenty- 
two men in Buie and Brust’s® series. 

Nine of the patients in the series reported in 
Table I were treated by local excision of the 
Three 
patients had colostomies with posterior anorectal 
resections. Two were treated by irradiation alone. 
One had an abdominoperineal resection. Another 
had local irradiation of the neoplasm and an 
inguinal dissection, and finally, one was treated 
with colostomy and local irradiation of the neo- 
plasm followed by closure of the colostomy. 

Because the lesion is slow to grow and to 
metastasize, most early lesions can be successfully 
treated by local excision with or without subse- 
quent irradiation of the tumor site. Advanced 
lesions must be treated by radical procedures such 
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TABLE I. 








Author 


, Pennington 


1923 


2, Wallon, E. 
1927 


3. Rosser 
1931 


. Buie & Brust 
1933 


5. Buie & Brust 
1933 


5. Buie & Brust 
1933 


7. Guess 
1935 


. Tucker & 
Helling 
1938 


. Lawrence 
1941 


. Lawrence 
1941 


. Gabriel 
1946 


2. Gabriel 
1948 


3. Lott & 
Alexander 
1949 


. Bacon 
1949 

5. Bacon 
1949 


. McQuarrie & 
Buie 
1950 


- McQuarrie & 
uie 
1950 


. Hall 


1952 


- Martineau, 
Saini & 
Clermont 

1953 


—_— 








Duration of Symptoms 
Before Admission 


Clinical Findings 


Histopathology 


Treatment 


Outcome 





About 6 years. 


About 4 years. 


30 years. 


30 years. 


6 months. 


‘‘Hemorrhoids’”’ 27 
years. ‘““Tumor” 
lyre. 


2 years rectal bleed- 
ing. One week 
pain. 


1 year. Growth in 
anus. 


11 months. Pro- 
truding mass. 


2 years. 


3 years. 


Not reported. Com- 
plained of itching 
and irritation. 


Not reported. Anal 
bleeding. 

Not reported. Burn- 
ing pain and 
itching. 

Protruding hemor- 
rhoids. 8 years 
duration. 


Anal trouble, 7 years 
duration. 


Not reported. Hem- 
orrhoids and a 
“granuloma” to 
the left of the anal 
opening on admis- 
sion. 

5 years hemorrhoids 
1 year prolapse 
mass. 








Pruritus, hemorrhoids 
and fissures. Small 
granular nodules. 

Thick, friable, easily 
bleeding vegetations 
associated with 
hemorrhoids. 

Hemorrhoids, blood 
stained pus from anus. 
Indurated anal tumor. 
Inguinal glands 
involved. 

Advanced annular lesion. 


Hard node, size of orange, 
left groin, extensive 
mass anus. 

Papillomatous mass 
1x2x5 em. involving 
anal margin. 


2 cm. diameter ulcera- 
tion with a hyper- 
trophied papilla, the 
size of a pea. 

Infected anal ducts, En- 
larged papillae, re- 
sembled a tumor. Plus 
int. and ext. hemor- 
rhoids. 

Advanced, hard, annular, 
fungating mass. 


Hard, annular, fungating 
tumor mass 6 cm. in 
greatest surface diame- 
ter. Involving pros- 
tate and membraneous 
urethra. 

Oval flat ulcer the size of 
the thumbnail, right 
anterior anal quadrant. 

Small, flat, raised papule, 
bluish pink in colour, 
about the size of a 
shilling. 

A small area of thicken- 
ing, about 1 cm. in 
diameter, beneath the 
mucosa at 2 o’clock. 

Anal lump. 


Anal mass. 


Small int. and ext. hem- 
orrhoids and an area of 
dermatitis on the right 
wall of the anal canal 
with a small, under- 
lying undurated proc- 


ess. 

Indurated ulcer 3x1.5 em. 
at the posterior margin 
of the anus. 


A flat polyp of the skin 
1. scm. in diameter, on 
section a well circum- 
scribed, grey, gelatin- 
oid mass. 


A flat polyp of the muco- 
sa of the right ant. 
quadrant of the anus, 
without ulceration. 





Basal cell 
carcinoma. 


Basal cell 
epithelioma. 


Epithelioma, 
presumably 
basal cell. 


Basal cell 
epithelioma. 


Basal cell 
epithelioma. 


Epithelioma, 
‘basal cell.” 


Basal cell 
epithelioma. 


Basal cell 
carcinoma. 


Basal cell 
carcinoma. 


Basal cell 
carcinoma. 


Rodent ulcer. 


Basal cell 
carcinoma. 


Basal cell 
carcinoma. 


Basal cell 
epithelioma. 

Basal cell 
epithelioma. 


Basal cell 
epithelioma. 


Basal cell 
epithelioma. 


Basal cell carci- 
noma ef the 
skin (perranal) 
adenoid type. 


Basal cell 
epithelioma. 





Radium therapy. 


Colostomy, radium 
therapy, followed 
by closure of 
colostomy. 

Not reported. 


Colostomy; posterior 
resection, half of 
vagina removed. 
Local nodes re- 
moved. Radium. 

Radium advised, 
went home with- 
out treatment. 

None. 


Local excision, radon 
seeds. 


Local excision, 
roentogen therapy 
and radium. 


Colostomy and later 
posterior resection 


of anus and rectum. 


Loop colostomy, fol- 
lowed 8 days later 
by posterior resec- 
tion of anus and 
rectum. 


Local excision, by 
cutting diathermy. 


Local excision by 
cutting diathermy. 


Local excision. Ful- 
guration. Local 
irradiation (x-ray). 


Abdomino parineal 
resection. 

Roentgen therapy, 
inguinal dissec- 
tion. 

Wide, local excision, 
radium therapy. 


Wide, local excision 
and radium thera- 
py. 


Local excision. 


Local excision. X- 
ray irradiation to 
site. 





Not reported. 


No recurrence noted 
at time of report 1 
year later. 


Not reported. 


Recurrence in 8 mos. 
Death 9 mos. 


Unknown. 


Died 11 days after 
prostatectomy for 
malignant tumor 
and uremia. 

No recurrence. Died 
of coronary occlu- 
sion 5 years post- 
operative. 

No recurrence at 3 
years. 


Died 26 days. P.O. 
No autopsy. 


Died 2% years P.O. 
No autopsy. 


No recurrence after 
1 year. 


Patient has remained 
well for more than 
3 years. 


No recurrence after 
6 months. 


Died 19 months fol- 
lowing operation. 

Died in 9 menths. 
No autopsy. 


No recurrence after 
2 years. 


Signs of recurrence 
after 1 year, 
patient refused 
further treatment. 

No recurrence after 
1% years. 


No recurrence at 
time of report. 





as posterior anorectal or abdominoperineal resec- 


tions together with resection of regional lymph 
nodes and extensive local irradiation. 


The following case is reported because it illus- 
trates the value of routine histologic examination 
of al! apparently inocuous anal lesions: 


Aprn., 1954 


Report of Case 


G. Z., a sixty-two-year-old white salesman, was trans- 
ferred from the William H. Maybury Sanatorium to 


Herman Kiefer Hospital on February 11, 1953, for the 


surgical repair of prolapsed hemorrhoids. The hemor- 
rhoids had been noticed by the patient for the past five 
years with additional symptoms of constipation, slight 
bleeding and anal discomfort. The patients had had pul- 
monary tuberculosis since 1945, and on the present ad- 
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mission, was classified as having chronic bilateral active 
far-advanced disease. About three years ago, the hemor- 
rhoids began to prolapse with each bowel movement but 
could be replaced until about a year ago. At that time, 
the patient was started on streptomycin and para amino- 
salicylic acid and soon noted increased hemorrhoidal irri- 


Fig. 1. Basal cell epithelioma of anus, cross section of gross specimen. 


tation and discomfort. Recently, the blood streaking 
of the stool had increased and there had been a con- 
stant yellowish discharge from the prolapsed hemorrhoid. 
There had been no severe pain, no constipation and no 
diarrhea in the last six months. 

A liver biopsy performed at another hospital in 1945 
showed a moderate degree of portal cirrhosis and an en- 
larged liver was noted. The patient had a long record 
of chronic alcoholism, but for the past three years he had 
been compelled to abstain. 


Physical Examination.—Physical Examination revealed 
a very obese plethoric aged man who was mildly dyspneic 
in the recumbent position. The liver was papable two 
finger breadths below the right costal margin. The edge 
was smooth and firm. Numerous varicose veins were 
noted in both legs with atrophy and deep pigmentation 
of the skin on the tibial surfaces. 

On February 25, 1953, he was examined in the rectal 
clinic. A prolapsed crescent-shaped mass measuring 
2x2x5 cm. involving about two-thirds of the circumfer- 
ence of the anus was found on the right. The center 
of the mass was slightly indurated but no ulcer was 
present. The mass could be reduced into the rectum 


but it immediately prolapsed. It was not tender. Exten- — 


sive internal hemorrhoids were noted during sigmoido- 
scopic examination but no other abnormalities were seen. 
No palpable lymph glands were found. 

Laboratory studies showed no anemia nor leukocytosis. 


On May 29, 1953, following a comprehensive sig- 
moidoscopy under low spinal anaesthesia, a hemor- 
rhoidectomy was performed by Whitehead’s technique. 


The mass, along with the adjacent right anterior and 
posterior hemorrhoids, was dissected from the underlying 
tissue. The hemorrhoids were individually ligated and 
cut free. The left lateral hemorrhoid was similarly ex- 


cised, and the anal mucosa was then sutured down to 
the skin. 


The patient’s postoperative course has been good. No 
sign of recurrence has appeared and the patient is being 
continued on antibiotic therapy for his pulmonary tuber- 
culosis. Roentgen therapy will be given locally to the 
‘site of surgical excision of the anal mass. . 
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Pathological Report.—Grossly, the specimen consists 
of two large pieces of redundant anal mucosa, the larger 
measuring about 4x2x2 cm. Large dilated, blood-filled 
veins are seen in both pieces beneath the mucosal sur. 
face. The large piece is surmounted by a flattened poly- 
poid mass with a broad pedicle. This measures about 


x 4.8 


1.5 cm. in diameter and rises about 0.3 cm. above the 
surrounding mucosal surface. There is no gross evidence 
of ulceration. On cut section, the polypoid mass extends 
about 0.2 cm. into the submucosa and is composed of a 
homogeneous firm light tan tissue. 

A large number of microscopic sections were made 
from all portions of the tumor. These showed bridges 
of neoplastic “basal cells” joining the small irregular 
subepidermal tumor masses with the basal layer of the 
epidermis and also with similarly appearing cells in the 
hair follicles and in the sebaceous glands. No involve- 
ment of the sudoriferous glands was found. The tumor 
cells were uniformly spindle-shaped with very little varia- 
tion in size and with scanty, somewhat basophilic cyto- 
plasm. The nuclei were ovular in shape, and moderately 
dark staining with hematoxylon. 

The nuclear chromatin presented a fine rather uniform 
granularity. Few mitotic figures were seen. The “basal 
cells” at the periphery of the rounded masses was arranged 
in a palisade. The tumor cells extend about 0.2 cm. in 
irregular rounded masses into the submucosa. Over the 
surface of the polyp the epidermis is eroded and the 
tumor cells exposed. The tumor cells extend a few milli- 
meters into the columnar epithelium above the muco- 
cutaneous junction. The supporting connective tissue 
was infiltrated with a few lymphocytes and plasma cells. 
Large varicose veins were noted in sections of both 
pieces of tissue beneath the anal mucosa. These veins 
were not invaded by the tumor. 


Discussion 
We have preferred to retain the name basal cell 
epithelioma for this neoplasm because this is the 
name under which most of these tumors are found 
in. the literature, and because this is the term most 
familiar to the majority of clinicians who would 

be treating cases of this type. 
Theories as to the cellular origin of basal cell 
epithelioma have been presented by Krompecher 
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Fig. 2. Photomicrograph of anal skin showing basal 
cell epithelioma apparently arising from stratum germi- 
nativm. X90 


Fig. 4. Photomicrograph of hair matrix with basal 
cell epithelioma growing from it. 90 


(basal cells) ,11*1? Mallory (hair matrix) ,’* Ewing 
(basal cells),£ Haythorn (hair matrix),!° Blasdel 
(seborrheic patches) ,? MacFarland et al (embryo- 
nal nests),1° Foot (skin adnexa),° Nicolas and 
Favre (hair sheath),’® Gates, Warren and Warvi 
(sebaceous and sweat glands) ,” and others. 

The various concepts o£ the cellular origin of 
“basal cell” tumors has been comprehensively re- 
viewed by Foot,® who, from a histo'ogic study of 


Aprit, 1954 


Fig. 3. Photomicrograph of anal skin showing basal 
cell epithelioma arising from a hair matrix. X 14 


Fig. 5. Photomicrograph of basal cell epithelioma 
involving sebaceous gland. 135 


well over 200 early lesions, stated that this neo- 
plasm originated in distorted primordia of dermal 
adnexa rather than from ordinary epidermal basal 
cells. He has coined the term “adnexal carcinoma 
of the skin” for these tumors and distinguishes 
three main types: (1) pilar type, (2) sudoriparous 
glandular type, and (3) basal-celled type. The 
tumor observed by us is presented as being of the 
same histologic structure as that of primordial 


393 





EPITHELIOMA OF THE ANUS—MARTINEAU ET AL 


Fig. 6. Photomicrograph of anal skin near muco- 
cutaneous junction showing neoplastic “basal cells” in- 
vading the columnar and glandular mucosa. X90 


pilar type of Foot. It is our opinion that the “basal 
cell” epithelioma type one of McCarthy,’ the 
“hair matrix” carcinoma of Mallory and the 
pilar type of “adnexal” carcinoma of the skin of 
Foot can, for all practical purposes, be considered 
a single entity—a slowly growing carcinoma of 
characteristic structure and disputed origin with 
little tendency to metastasize until the primary 
lesion is very large. 


Not included in the collection of basal cell 
epitheliomas of the anus presented in Table I was 
the report of the sixty-two-year-old woman re- 
ported by Gates, Warren and Warvi'’ with a 


hydradenoid carcinoma of the anus containing 


foci of “hair matrix” carcinoma, and ten cases of 
basal-squamous cell epithelioma reported by Mc- 
Quarrie and Buie.’* The reference by Clemons® 
to a description of a case of rodent ulcer of the 
anus by Dr. Donald, in the Edinburgh Medical 
Journal, April, 1884, was found to be false. 


Summary 


Basal cell epithelioma of the anus is a rare 
neoplasm with a clinical history and physical 
appearance similar to many benign anal lesions. 
Successful treatment depends upon early recogni- 
tion by biopsy and upon adequate excision of the 
lesion while it is small and localized in the anus. 
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EARLIER DIAGNOSIS OF GASTRIC CANCER—FULLER 


Methods for the Earlier 
Diagnosis of Gastric Cancer 


By William J. Fuller, M.D. 
Grand Rapids, Michigan 


ASTRIC CANCER is the most common and 

insidious of all malignant lesions. In the 
neighborhood of one fourth to one third of all 
deaths due to malignancy result from cancer of 
the stomach. It has been estimated that 500,000 
of our population are afflicted with this disease. 
Approximately 40,000 of these individuals die 
every year. These alarming figures are further 
emphasized by this statement of Livingston and 
Pack® made in 1939: “There are more deaths from 
carcinoma of the stomach than from all malignant 
tumors of the lip, tongue, cheek, tonsil, pharnyx, 
larynx, salivary glands, thyroid, male and female 
breasts, ovary, uterine cervix, and corpus uteri 
combined.” The challenge to medicine in these 
stark facts is obvious. 


This discourse is based on three premises. The 
first is that carcinoma of the stomach is a curable 
disease, notwithstanding the gloom and discourage- 
ment that have been associated with its consider- 
ation and management in the past. The second 
premise is that in spite of the modern advance- 
ment in various fields of therapy the only known 
cure and the only significant palliation for cancer 
of the stomach is radical surgical extirpation of 
the lesion. The important third premise is that 
despite the wide application and safety of modern 
surgery of the stomach the cure rate is still de- 
pendent upon the early diagnosis of the relatively 
localized gastric cancer. It is a rarity that the 
patient with advanced cancer is reclaimed from 
his malady. The further salvage of patients with 
gastric cancer from the present mortality and mor- 
bidity prospects is dependent upon earlier diag- 
nosis and the prompt application of proper sur- 
gical therapy. 


A New Philosophy 


Meeting the challenge of this disease requires 
that all physicians assume a new philosophy, cast 
aside their pessimism regarding gastric cancer and 
substitute confidence in its curability, alertness for 
its early manifestations, and speed in providing 
skillful surgery when the disease is recognized. The 
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gloom of the past is brightened by such statistics 
as those of Berkson, Walters, Grey, and Priestly* 
who have found in a recent review of 9,620 cases 
of gastric cancer treated by resection in the period 
from 1907 through 1948 that 50 per cent without 
known metastases at the time of operation were 
alive after five years. Another 20 per cent who did 
have known metastases at the time of operation 
survived five years. In contrast, only 1 per cent 
who did not undergo resection, either because of 
inoperability or refusal, lived five years. Com- 
pare the latter with their resected group, both 
with and without known metastases in which 32 
per cent lived five years. As further evidence that 
this disease is giving in to the surgical attack against 
it, Comfort* sites from the experience of the same 
series of cases in the comparative ten-year periods 
1907 through 1916 and 1940 through 1949 that 
the exploratory rate has increased 33 per cent 
(from 60 per cent to 80 per cent) , the resectability 
rate has increased about 50 per cent (from 37 per 
cent to 55 per cent), and the five-year survival rate 
has increased about 20 per cent (from 5 per cent 
to 14 per cent). At the same time the hospital 
mortality has fallen from 16 per cent to 8 per 
cent. It is believed that future analysis of current 
experiences would show improvement on these fig- 
ures. Numerous other recent reports give support 
to the contention that gastric cancer is curable by 
modern surgical therapy. 

Some credit for the more favorable prognosis 
in this disease must be attributed to the earlier 
detection of the malignancy in a relatively localized 
stage. At the same time there can be no pride in 
the fact that our present methods of detecting 
gastric carcinoma still result in a large number of 
the cases reaching surgeons in a far-advanced, in- 
operable, and hopeless state. All too frequent are 
cases of procrastination and unnecessary delay on 
the part of the patient in seeking consultation and 
on the part of the profession in properly investigat- 
ing symptoms and applying surgical therapy. As 
improvements in surgical technique and the reduc- 
tion of operative mortality reach their plateau of 
effectiveness, the fundamental problem in extend- 
ing curability becomes the recognition of the dis- 
ease early while the neoplasm is confined only to 
the stomach. 


Recognition of Its Manifestations 


It is unfortunate that there is no symptom com- 
plex by which early carcinoma of the stomach 
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can be recognized. This absence of warning ac- 
counts in a large measure for the number of in- 
operable cases seen. It is a peculiar ability of hol- 
low viscera, and especially the stomach, to accom- 
modate themselves to local encroachment on their 
functions without manifestation of symptoms. A 
foreign body, a bezoar, a large polyp, or a car- 
cinoma may remain in the stomach for a long 
period before warning the patient. Wangensteen’* 
has pointed out that several well-known surgeons, 
such keen observers as W. J. Mayo, Wilkie, Miku- 
licz, and Kirschner failed to recognize early the 
symptoms in themselves and eventually all died of 
the disease. 


Lectures to medical students and textbook de- 
scriptions of the symptomatology of cancer of the 
stomach concern the well-established and advanced 
state of the disease which is usually hopeless from 
the standpoint of cure. The disease must be 
recognized long before symptoms and _ physical 
signs become prominent. Physicians must alert 
themselves to the very early, meager clues in the 
history which will prompt a more detailed inves- 
tigative study. Importance should be attached to 
vague, indefinite symptoms. Insidious changes in 
daily activity and dietary habits in any individual 
beyond the age of forty may be significant. De- 
tailed history taking brings out points that the 
patient himself would think unimportant and 
would not mention. The refusal of second helpings 
at meals, skipping of desserts, a new distaste for 
certain foods, especially meats, the gradual dis- 
like of carbonated drinks because they are believed 
responsible for belching, a loose fitting of the 
clothes or taking up of the belt-one or two notches, 
gradual, unexplained weight loss, calling it “quits” 
on the first nine holes of golf. when eighteen or 
twenty-seven would normally be easy, a new desire 
to take a nap in the afternoon or retire early at 
night—all of these are points in the history that 
may be of great importance. 


A physical examination should never be omitted 
in the evaluation of any patient, but it must be 
admitted that one cannot depend upon physical 


findings for an early diagnosis of carcinoma of the 


stomach. When a mass is palpable or anemia and 
malnutrition are evident the disease is well ad- 
vanced. In the search for curable carcinoma of the 
stemach one must look;for it in the relatively 
ancomplaining and physically normal individual. 
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Laboratory Aids 


Of the routine laboratory examinations that are 
available the only ones that are of much value in 
the early diagnosis of gastric cancer are the stool 
examination for occult blood and the hemoglobin 
determination. Practically all carcinomas of the 
stomach will show a persistent 4 plus occult blood 
in the stool. Multiple stool examinations, prefer- 
ably while on a meat-free diet, should be ‘carried 
out. A positive test is not diagnostic but only con- 
firmatory and warrants further investigation. Low 
hemoglobin values may be found in early car- 
cinoma of the stomach but they are much more 
common in advanced stages of the disease. Both of 
these examinations can easily and accurately be 
done in the physician’s office and a positive test 
for either should have explanation by a more in- 
tensive investigation. 


Value of Gastric Analysis 


Carcinoma of the stomach frequently is accom- 
panied by an achlorhydria or hypochlorhydria, and 
this fact is of aid in prophesying the development 
or diagnosing the presence of gastric cancer. Com- 
fort, Kelsey, and Berkson® studied the gastric se- 
cretory activity in 277 patients in whom gastric 
analysis had been done at a mean interval of 11.2 
years before a diagnosis of carcinoma of the stom- 
ach was made. They concluded that a mean gas- 
tric secretory activity is characteristically subnormal 
in gastric precancerous patients during all intervals 
before diagnosis and as long as twenty to twenty- 
five years before the disease appears. They felt 
that the process responsible for this change was a 
progressive atrophy of the gastric mucous mem- 
brane which had been occurring since early life. 
Gastric analysis is not diagnostic but it should be 
done routinely in any patient suspected of having 
carcinoma of the stomach. This examination may 
materially aid in differentiating the benign gastric 
ulcer from an ulcerating malignancy, for in con- 
trast to the former the latter is usually accompanied 
by achlorhydria or hypochlorhydria. 


Gastric analysis has been investigated for its 
value as a diagnostic aid in detecting early gastric 
cancer and for mass screening prior to roentgen 
examination. State, Gaviser, Hubbard, and Wang- 
ensteen have reported their results on a study of 
a group of patients who were considered to be po- 
tential -harborers of silent gastric cancer. All of 
these individuals were over the age of fifty and 
were without gastric complaints. They were stud- 
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jed because they had (1) achlorhydria or hypo- 
chiorhydria; (2) pernicious anemia; (3) were rel- 
atives of patients with gastric cancer; (4) had un- 
expected hemoglobin levels below 11.0 Gm., or 
(5) had occult blood in the stools. All of these pa- 
tients submitted to fractional gastric analyses with 
histamine. There were found 569 patients who 
were achlorhydric after two doses of histamine and 
309 who were achlorhydric after a single dose of 
histamine. Another 203 patients were found to be 
hypochlorhydric. To investigate these abnormali- 
ties roentgen examinations were made on 1,832 pa- 
tients. Seven silent carcinomas of the stomach and 
thirty-two gastric polyps were found. Two gastric 
carcinomas were missed through organizational er- 
rors and one through misinterpretation of the 
x-rays. These workers believe that there is merit 
in the use of gastric analysis as a screening pro- 
cedure and that it is both possible and practical 
to survey large groups by this method to obtain 
clues as to the presence of early cancer of the 
stomach. 


Radiography in Early Diagnosis 


The greatest aid in the diagnosis of carcinoma 
of the stomach is radiography. Much argument 
rages conicerning the merits and superiority of the 
x-ray over the flexible gastroscope or the gastro- 
scope over the x-ray. Such controversy has little 
to commend it for each of these tools of diagnosis 
have their respective places in our armamentarium 
and are really only as good as the experience and 
skill of the men who use them. By judicious use 
of both methods greater diagnostic accuracy can 
be obtained than by the use of either method 
alone. X-ray is preferable to gastroscopy as a 
routine diagnostic procedure. It has the advan- 
tage that it can be employed with greater rapidity, 
comfort, and safety to the patient and it has fewer 
contraindications. Furthermore, it allows exami- 
nation of the esophagus and the duodenum and 
remainder of the small bowel as well as the 
stomach. The fluoroscopic examination is perhaps 
of most importance because the extent and in- 
vasion of tumor can best be determined by altera- 
tions in motility and rugal pattern which are not 
apparent on the roentgenograms. 

As an aid in the early diagnosis of carcinoma of 
the stomach the x-ray has been disappointing. The 
early mucosal lesions or: superficial’ spreading car- 
cinomas will frequently be missed by the x-ray. 
Very few small carcinomas can be visualized un- 
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less they are along the lesser curvature in or near 
the antrum. The differentiation of the benign 
from the malignant ulcer continues to be a diffi- 
cult problem for the radiologist. Radiography is 
of least value in discovering lesions of the cardia 
and of the anterior and posterior walls and greater 
curvature of the upper one third of the stomach. 
Credit must be given to the radiologist in his 
great accuracy in detecting gastric disease, for he 
uncommonly misses an abnormal stomach, but the 
naming of the disease which exists and whether or 
not it is benign or malignant is less accurate. 

Mass radiography has been attempted by sev- 
eral investigators but the results achieved hardly 
justify the efforts expended. In 1944 St. John, 
Swenson, and Harvey" reported subjecting 2,413 
patients over fifty years of age to brief fluoroscopic 
surveys of the stomach. Only two silent gastric 
carcinomas and one lymphosarcoma were found, 
an incidence of unsuspected gastric malignancy of 
1.24/1,000 examinations. In 1945 Dailey and 
Miller’ did barium x-ray examinations of the stom- 
ach on 500 normal men who were over the age of 
forty-five and free of digestive complaints. Three 
benign lesions were found, a benign gastric ulcer, 
a polyp, and an antral gastritis. Intensive and ex- 
pensive examinations of this type to find so little 
would seem to render such an approach to the 
problem impractical. If only annual upper gas- 
trointestinal x-rays (rather than quarterly as some 
have recommended) were to be done on all per- 
sons over the age of fifty, the x-ray facilities and the 
personnel necessary to carry out the studies would 
be tremendous. 

An answer to the problems associated with mass 
roentgen examinations of the stomach may be 
found in the photofluorographic studies which are 
being carried out in some institutions using the 
Schmidt-Helm camera which has an extremely 
fast lens allowing the taking on microfilm of serial 
exposures of the stomach as the patient swallows 
contrast media. Roach, Sloan, and Morgan*® have 
reported on 10,000 photofluorographic gastroin- 
testinal examinations performed on dispensary pa- 
tients over the age of 40 at the Johns Hopkins 
Hospital. They have found 90.7 per cent of their 
examinations satisfactory for diagnostic interpre- 
tation. Of the 10,000 examinations 1,209 had the 
standard gastrointestinal series and only seventeen 
were interpreted as normal by the miniature ex- 
amination, only to have pathology revealed by the 
standard study. False positives comprised 25.4 
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per cent of the 1,209 studied, but this represented 
only 3.3 per cent of the 10,000 photofluorographic 
examinations. Of the total studied, 0.2 per cent 
(1,476) were found to have malignant disease. 
These observers report that the photofluorographic 
examination of the stomach is a simple procedure, 
accurate, inexpensive, and adaptable to mass 
screening. It holds great promise for uncovering 
silent cancer. 


Role of the Gastroscopist 


The gastroscope as a diagnostic tool has had 
difficulty in establishing its reputation for relia- 
bility. It has definite but limited use. Where the 
x-ray has difficulty in visualizing lesions high on 
the greater curvature the flexible gastroscope sees 
this area with ease. It is of further value when 
x-rays are not conclusive in diagnosing lesions in 
other areas of the stomach and where x-ray and 
clinical evaluation are at variance. It is of little 
value in surveying lesions close to the pylorus on 
the lesser curvature of the antrum, high on the 
lesser curvature of the body of the stomach, and 
high in the fundus. It is of considerable value in 
the differentiation of gastric ulcer from early 
ulcerating malignancy. Gastroscopic examination 
is definitely indicated in all cases of persistent or 
recurrent gastric complaints with negative x-rays. 
It is of value in following proven cases of gastric 
ulcer, atrophic gastritis, pernicious anemia, and 
achlorhydria. Its use is indicated where a definite 
diagnosis cannot be made by x-ray but a suspicious 
lesion is present. The source of greatest error in 
the diagnosis of carcinoma of the stomach is in 
the differentiation of this lesion and severe hyper- 
trophic gastritis.. The x-ray experiences this diffi- 
culty too. As a procedure for mass examinations 
of the population gastroscopy seems impractical. 
The procedure could be much more helpful and 
of greater importance in the earlier diagnosis of 
gastric cancer if it were more vigorously used by 
clinicians. LaDue, Murison, McNeer, and Pack® 
found that the use of the gastroscope as an ad- 
junct to x-ray examinations raised the incidence 
of positive preoperative diagnosis 9.5 per cent in 
305 patients studied. Benedict? using his gastro- 
scope which permits biopsy of lesions in the stom- 
ach has reported that this procedure is simple, 
safe, and accurate in the diagnosis of suspicious 
gastric lesions. Experience with such a method is 
still limited, but it holds considerable promise. 

Papanicolaou’s cytologic smear methods for di- 
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agnosis of malignancy have been used in the study 
of desquamated cells in gastric contents. It js a 
procedure that can be used in conjunction with 
the gastric analysis as a screening method, but it 
is no more valuable than the experience of the 
pathologist who gives the opinion on the cytology, 
One of the recognized weaknesses in the technique 
has been the difficulty in obtaining with frequency 
cells from the lesion in the stomach. Panico, 
Papanicolaou, and Cooper® have reported in- 
creased accuracy with the use of an abrasive bal- 
loon, to pick up cells from the gastric wall, and 
Ayre and Oren’ have had significant success with 
a tube- directed stomach brush which has a similar 
function. These methods have the potential of 
being adaptable as an important office procedure. 
More study and observation is necessary and 
wider use is encouraged to provide experience com- 
parable to other methods of study. 


Summary 

If further advances are to be made in the cure 
of gastric cancer all physicians must assume a mod- 
ern, positive philosophy toward the disease, recog- 
nizing in substance that the disease is curable, that 
the only known therapy is surgical extirpation of 
the cancer, and that the diagnosis can and must be 
made earlier. The profession must be especially 
attentive to patients with known atrophic gastritis, 
pernicious anemia, achlorhydria, and hypochlor- 
hydria. Patients who have unexplained secondary 
anemias should be reasonably investigated not 
merely treated symptomatically. A positive family 
history of gastric carcinoma should be a warning 
to close relatives and their physicians to be on the 
alert for early detection of this disease. The public 
must be made more conscious of the condition and 
its early warning symptoms. Using the diagnostic 
tools suggested here physicians can give accurate 


_ study to individuals seeking consultation for mini- 


mal gastric complaints. For the individual in 
which the disease is recognized there must be ap- 
plication of competent surgical therapy without 
delay. There must be willingness on the part of 
the surgeon to operate on suspicion of malignancy 
even though unquestioned diagnostic evidence of 
cancer is lacking. Knowing the formidableness 
of his foe and the overwhelming odds that he has 
faced in the past, the surgeon nevertheless must 
be satisfied with nothing short of an all out, cou- 
rageous effort to eradicate the disease. 


(Continued on Page 421) 
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DIAGNOSIS OF INTRATHORACIC MALIGNANCY—SUMMERS ET AL 


The Differential Diagnosis of 
intrathoracic Malignancy 


By John E. Summers, M.D. 
Arthur L. Stanley, M.D. 
Christopher J. Stringer, M.D. 
Lansing, Michigan 


— Apaaeche advances in thoracic surgery have led 
to increased interest in the early diagnosis 
and treatment of intrathoracic malignancy. Early 
diagnosis has become more frequent due to: 


1. Extensive mass chest x-ray survey programs. 

2. More frequent use of bronchoscopy. 

3. The relative safety of exploratory thoracot- 

omy. 

During this era of increased interest and avail- 
ability of diagnostic and treatment facilities there 
has also been an apparent increase in the inci- 
dence of intrathoracic malignancy. The burning 
question of the day is “Does cigarette smoking 
cause cancer of the lung?” This question certainly 
should be resolved. 


The Mass Chest X-Ray Survey 


By means of the mass chest x-ray survey numer- 
ous intrathoracic lesions in addition to tuberculosis 
are being revealed. Fortunately the chest x-ray 
will reveal disease in the lungs at an early stage 
and should be used routinely and frequently. A 
more widespread adoption of a policy of routine 
admission chest x-rays by the general hospitals is 
urgently indicated. 


Bronchoscopy 


Bronchoscopic examination frequently reveals 
disease in the major or secondary bronchi which is 
not demonstrable in any other way. Biopsies of 
these intrabronchial lesions under direct vision may 
be taken. The use of the right angle telescope 
allows us to see into the segmental bronchi. Fre- 
quently it is necessary to outline the bronchial tree 
with radiopaque material to rule out or establish 
bronchiectasis in the differential diagnosis. 


Exploratory Thoracotomy 


An abnormal density in the chest x-ray requires 
thorough investigation. Frequently the only way 
that the lesion can definitely be diagnosed is by ex- 
ploratory thoracotomy and frozen section exami- 


From the Ingham Chest Hospital, Lansing, Michigan. 


Ape:n, 1954 


nation of the lesion. Prolonged observation of a 
doubtful lesion may be fatal. 


If carcinoma of the lung can be detected before 
it has greatly extended or metastasized it may be 
removed with resulting cure. Unfortunately car- 
cinoma of the lung, early in its course, usually does 
not give rise to sufficient symptoms to provoke a 
thorough examination. 


The intrabronchial carcinomas grow quietly in 
one of the main stem bronchi or in one of the 
secondary bronchi and usually produces no symp- 
toms until the bronchus is occluded. With occlu- 
sion of the bronchus the lung distal to it becomes 
atelectatic and suppuration in the atelectatic lung 
supervenes. 


Case Reports 


A few of the problems which we have encoun- 
tered in the diagnosis of intrathoracic malignancy 
are presented. 


Bronchogenic Cancer Confused With Fibro- 
Caseous Pulmonary Tuberculosis 


Case 1 (Figs. 1 and 2).—A fifty-year-old white man 
with a chronic cough had not been well since July, 1949, 
when he “was overcome by heat.” A chest film in August, 
1950, was reported to be “questionable.” He had a cough 
for twenty-five years. Sputum studies were negative for 
tubercle bacilli. Tuberculin skin test was negative. He 
was admitted to the hospital on October 24, 1950. On 
November 1, bronchoscopic examination revealed a vas- 
cular mass in the right main bronchus; biopsy of this 
reported to be “chronic inflammation” (pathologist re- 
port 362 on November 7). Again on December 4, bron- 
choscopic examination was done and obstruction of the 
right upper lobe bronchus was noted. On December 
7, a third bronchoscopic examination was done; an 
obstructive lesion in the right upper lobe bronchus was 
noted; the biopsy reported “chronic inflammation” 
(Pathologist report 441 on December 8). The chest 
film of November 29 (Fig. 2) showed marked clearing of 
the lesion noted in the chest x-ray of October 24 (Fig. 1). 


Exploratory thoractomy and right pneumonectomy were 
performed on December 21. The patient was discharged 
January 14, 1951. Pathologist report 490 on January 23, 
1951, was bronchogenic carcinoma, squamous cell type, 
metastatic in the regional lymph nodes. 

He expired in December, 1951. 


Cancer of the Lung Masquerading as Tuberculosis 

Case 2 (Figs. 3 and 4).—A fifty-nine-year-old white 
man was transferred to the Ingham Sanatorium on June 
6, 1950, for surgical excision of a lesion in the left lung. 
He had no complaints. A routine chest x-ray taken in 
October, 1949, revealed a lesion in the left lung field 
(Fig. 3). The lesion was considered to be a tuberculoma; 
chest x-ray every three months was advised. The x-ray 
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of June 6, 1950, showed a slight enlargement of the 
lesion (Fig. 4) and a thoracotomy was advised. The 
thoracotomy, on June 15, revealed a mass in the lingula; 
local excision was report 
“bronchogenic carcinoma” (Pathologist report 1003 on 
June 17). A left pneumonectomy was then carried out. 


Watching a Bronchogenic Carcinoma Grow 


Case 3 (Figs. 5, 6,7 and 8).—H.H., a sixty-eight-ycar- 
old white man complained of a chronic cough, shortness 
of breath, and weakness. These symptoms were evident 
for three years. He had lost thirty pounds in weight. 
Chest x-ray on January 2, 1948 (Fig. 5), appeared to 


done; frozen section was 


Figs. 1 and 2. (above). Case 1. The x-ray pictures of this case are com- 
patible with a diagnosis of fibrocaseous pulmonary tuberculosis. Sputum was 
negative for tubercle bacilli; although this does not rule out tuberculosis. 
The rapid clearing of the lesion on x-ray was more indicative of a non- 
tuberculous pneumonitis. Repeated bronchoscopic examination was negative 
for cancer. An obstructive lesion of the right upper lobe bronchus in a 
patient with negative sputa and negative tuberculin prompted us to proceed 
“with exploratory thoracotomy. Righ pneumonectomy was done and broncho- 
genic carcinoma found. To further confuse the picture the laboratory will 
sometimes report that the sputum contains tubercle bacilli. 


Figs. 3 and 4 (below). Case 2. The lesion noted in the left lung field on 
November 19, 1949 (Fig. 3), is indistinguishable from tuberculosis as indeed 
it was thought to be. After slight enlargement of the lesion (Fig. 4), it was 
resected and found to be bronchogenic carcinoma. Although no other 
evidence of carcinoma could be found in the resected left lung the carcinoma 
had apparently already metastasized widely as revealed by the subcutaneous 


nodules. 


No further malignancy could be found in the lung. On 
July 4, examination revealed a number of subcutaneous 
nodules; one was excised and microscopically (Pathologist 
report 10 on July 5) was found to be metastatic car- 
cinoma similar to that removed from the lung. The 
patient was discharged July 12. 

He expired August 9, 1950. 
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be normal. In the x-ray of January 5, 1949 (Fig. 6), a 
definite lesion was seen in the left apex. On March 2 
(Fig. 7) the lesion was noted to be larger and on June 13 
(Fig. 8) still larger. He was observed elsewhere and sub- 
sequently admitted to Ingham Sanatorium on August 2; 
where left thoracotomy and pneumonectomy were done. 
The pathologist report was: “bronchogenic, undiffer- 
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entiated carcinoma of the left upper lobe with widespread 
metastases.” 


Carcinoma Producing Middle Lobe Syndrome 
Case 4 (Figs. 9, 10 and 11).—A.M., a sixty-one-year- 
old white man was admitted October 5, 1953, with the 


Carcinoma of the Lung Confused with Pneumonia 
and Post-pneumonic Empyema 


Case 5 (Fig. 12).—This fifty-three-year-old white man 
developed a productive cough, occasionally flecked with 
blood three months prior to admission to the hospital on 





Figs. 5, 6, 7 (above) and 8 (below). Case 3. This case illustrates the rapid 


growth of bronchogenic carcinoma. 


The chest x-ray of January 2, 1948 


(Fig. 5), appears normal while the film of January 5, 1949 (Fig. 6), taken 
twelve months later reveals a large lesion in the left apex. The lesion may 
have been present in the lungs on January 2, but if so it was not of sufficient 
density to be noticed on the film. In this case procrastination for seven 


months delayed the operation. 


following symptoms: chronic cough “fatigue for one and 
one half years; cough, and loss of twenty-one pounds in 
weight.” 

Lateral chest x-ray on October 2 (Fig. 9) and a 
posterior-anterior x-ray (Fig. 10) showed consolidation 
of the right middle lobe. Bronchoscopic examination on 
October 25 was essentially negative. Chest x-ray on 
October 26, after antibiotic therapy (Fig. 11) showed 
some clearing of the consolidation of the right middle 
lobe. In spite of these findings on October 27, right 
thoracotomy was performed and an enlarged node which 
was compressing the right middle lobe bronchus was 
dissected out; frozen section was reported malignant 
(Pathologist report IS 161-53). Right pneumonectomy 
was then carried out. The pathologist report (IS-161-53) 
was: “squamous cell carcinoma of the right middle lobe.” 
Postoperative course uneventful. The patient was dis- 
charged on November 11. 


Apri, 1954 


March 8, 1952. He had been treated, at home for pneu- 
monia in November, 1951; following this he was treated 
for post-pneumonic empyema. Pleural fluid was negative 
for tubercle bacilli. Bronchoscopic examination on March 
20 was negative. Figure 12 shows the chest x-ray taken 
on February 25. Daily thoracentesis of the left pleural 
cavity was being done. As the amount of pus aspirated 
continued to be large, exploratory thoracotomy was ad- 
vised and carried out on March 28. There was no 
empyema but there was a large, thin-walled abscess in the 
left upper lobe secondary to carcinoma of the left upper 
lobe; left pneumonectomy was performed. Pathologist 
report (IS 41-52): “advanced necrotizing bronchogenic 
carcinoma, squamous cell type with metastases to the 
subcarinal lymph nodes. The patient was discharged 
April 12, 1952. Postoperative course was uneventful. 
He expired in November, 1953. 
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Figs. 9, 10 and 11. Case 4. This case illustrates bronchogenic carcinoma arising in the right middle lobe 
producing atelectasis of that lobe. Some clearing of the consolidation after antibiotic therapy (Fig. 11) might lead 
one to conclude that the primary trouble was only inflammatory. Also the bronchoscopic examination in this case 


was not revealing. 


4 
7 





Fig. 12. Case 5. Bronchogenic carcinoma usually produces symptoms 
only after the occlusion of a bronchus with the subsequent development of 
atelectasis and suppuration in the lung distal to the occluded bronchus. 
Pleural effusion is apt to follow the infection in the lung. In this case a 
large abscess had developed in the left upper lobe following occlusion of the 


bronchus by the carcinoma. 


Fig. 13. Case 6. The chest x-ray shows what seems to be marked cardiac 
enlargement. Pericardial tap attempted but no fluid obtained. Interestingly 
enough whereas this patient had massive involvement of most of the viscera, 
mediastinum and retroperitoneal nodes with lymphosarcoma there was no 
palpable enlargement of the superficial nodes. 


Lymphoblastoma Confused with Pericardial 
Effusion 


Case 6 (Fig. 13).—A forty-eight-year-old white man 
with a chronic cough and dyspnea was admitted to the 
hospital April 6, 1953. He had been perfectly well until 
January 17, when, while on the job, he had bad onset 
of pain in the right chest; since then his course had been 
downhill. Many studies were not conclusive. The chest 
x-ray revealed (Fig. 13) marked enlargement of what 
appeared to be the cardiac outline. There was no enlarge- 
ment of superficial nodes. On April 9 exploratory thor- 
acotomy revealed a tremendous tumor occupying the 
mediastinum; the heart was small and displaced down- 
ward and to the left. He expired postoperatively on 
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April 9. Autopsy revealed lymphosarcoma with massive 
involvement of the mediastinum, lungs, heart, kidneys, 
pancreas and retroperitoneal nodes. 


Mediastinal Carcinoma 

Case 7 (Figs. 14, 15 and 16).—The patient was a 
thirty-six-year-old white man. He had a chronic cough 
and had been “wheezing since December, 1949.” He was 
admitted to the hospital on October 17, 1950. Chest 
x-ray film on October 2 (Fig. 14) revealed a huge 
tumor extending into the right pleural cavity. On Oc- 
tober 19, right thoracotomy and resection of the tumor 
was performed. He was dismissed on October 29. The 
tumor recurred on the left side (Fig. 15), he was re- 


JMSMS 

















lle lobe 
ght lead 


his case 


massive 
idneys, 


was a 
cough 
Te was 
Chest 
. huge 
in Oc- 
tumor 
. The 


yas re- 


MSMS 






Figs. 14, 15 and 16. Case 7. This patient had three 
tive results. 


admitted on March 24, 1952, and on March 28, left 
thoracotomy and resection of the tumor was done. Mas- 
sive recurrence in the superior mediastinum and _ neck 
(Fig. 16) with marked displacement of the trachea to 
the right and obstruction to the airway was found in 
September, 1952. On September 27, he was again 
admitted and on September 29, through a cervical 
and sternum-splitting incision, the large carcinoma in the 
neck and superior mediastinum was resected. The imme- 
diate postoperative result was good. The patient was 
discharged on November 18 (Fig. 16). (Pathologist re- 
ports IS-146-53, IS-40-52, IS-46-52, “recurrent carcinoid 
tumor of the mediastinum.” ) 


Neurofibroma 

Case 8 (Fig. 17).—Routine school chest x-ray film of 
this eighteen-year-old white man revealed a tumor in the 
apex of the right lung (Fig. 17). The history was that 
his right eye lid had begun to droop at six years of age. 
Examination revealed Herner’s syndrome of right side 
of head and neck. He was admitted to the hospital on 
November 26, 1951. A thoracotomy was performed on 
November 29. The tumor was found to be retropleural 
and to be involved with the right sympathetic trunk. 
Pathologic report (IS-83-51) ‘“Neurofibroma showing 
degenerative changes.” Postoperative course uneventful. 
The patient was discharged on December 7. Examina- 
tion on February 6, 1954, revealed him to be well; the 
Horner’s syndrome is still present. 


Hamartoma 

Case 9 (Fig. 18).—This fifteen-year-old white girl had 
a chest x-ray film taken during a mass survey program 
on October 10, 1951; the x-ray revealed a large mass 
in the right lung field. Subsequent chest films on June 
3, 1952, and December 31 (Fig. 18) revealed the lesion 
to be unchanged. Right thoracotomy was performed else- 
where; the lesion was reported to be a hamartoma. (The 
tumor was located in the superior segment of the right 
lower lobe and only this segment was excised. ) 


Bronchial Adenoma 
Cose 10 (Fig. 19)—This twenty-nine-year-old white 
woman gave a history of having had pneumonia two 
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cperations for recurrent mediastinal carcinoma with pallia- 


weeks previously. She continued to have trouble in the 
right lower lung as shown by the chest x-ray film (Fig. 
19). The sputum was reported positive for tubercle 
bacilli on culture and guinea pig inoculation. The tuber- 
culin skin test was reported negative in both dilutions. 
She was admitted to the hospital on June 1, 1953. On 
June 2, bronchoscopic examination revealed a reddened 
granulomatous area in the right lower lobe bronchus. 
Biopsy of this lesion was reported (IS-84-53) “poorly 
differentiated cell carcinoma.” She was «discharged on 
June 15. The patient was operated upon elsewhere; the 
right middle and lower lobes were removed. A soft 
fungating tumor was found occluding the right lower 
lobe bronchus. All sub-carinal lymph nodes were removed. 
Final pathological diagnosis; “bronchial adenoma of the 
cylindroma type with no extension to the nodes.” 


Atelectatic Left Lower Lobe Hiding Behind 
the Heart 


Case 11 (Fig. 20).—The patient, a sixty-two-year-old 
white woman, had been hospitalized for “virus pneu- 
monia” two years previous; since that time she has had 
a productive cough, dyspnea and small hemoptysis. Chest 
x-ray on February 4, 1953 (Fig. 20), was not very reveal- 
ing. She was admitted to the hospital on February 5. 
However bronchoscopic examination on February 6 re- 
vealed a mass in the left lower lobe bronchus; biopsy of 
this mass revealed “papillary adenocarcinoma.” (Patho- 
logic report IS-24-53.) Left pneumonectomy was per- 
formed on February 12. A huge carcinoma envolving the 
left lower lobe was found; this lobe was completely 
atelectatic. The patient was discharged from the hospital 
on March 3. 


Cancer of the Lung Known to be Present from 
July 19, 1950, to February 2, 1953, 
With Little Change 

Case 12 (Figs. 21, 22 and 23).—This patient, a forty- 
two-year-old white woman, was transferred for surgical 
resection of a lesion in the right lung. On July 19, 1950 
(Fig. 21), a routine chest x-ray had revealed a nodule 
in the right lung; this was thought to be a benign le- 
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sion. On January 23, (Fig. 22), the lesion was noted 
to be present. She was admitted to the hospital on Janu- 
ary 31. The chest film of February 2, 1953 (Fig. 23), 
showed slight enlargement of the lesion. Bronchoscopic 
examination on February 2 was normal. On February 5, 
right thoracotomy was performed and as the lesion was 


N.S. 


admitted to the hospital on November 5 and she is now 
convalescent. 


Plasmacytoma 


Case 13 (Figs. 24, 25, 26 and 27).—This fifty-seven- 
year-old white woman complained of a chronic cough for 


Fig. 17 (upper left). Case 8. This tumor was picked up on routine chest 
x-ray when the boy was eighteen years of age. The tumor must have been 
present at six years of age, because it was at that age when drooping of 
the right eye lid was noted. Horner’s syndrome developed and has persisted. 

Fig. 18 (upper right). Case 9. This large tumor in the superior segment 
of the right lower lobe of this fifteen-year-old white girl proved to be a 
benign tumor, a hamartoma. 

Fig. 19 (lower left). Case 10. The bronchial adenoma in this twenty-nine- 
year-old white girl, by partial occlusion of the right lower bronchus, was 
producing clinical signs of pneumonia, Bronchial adenoma is regarded as 
a precancerous lesion and must be resected. 

Fig. 20 (lower right). Case 11. The chest x-ray of this sixty-two-year-old 
white woman (Fig. 20) was not revealing although left thoracotomy revealed 
a large cancer in the left lower lobe with complete atelectasis of this lobe. 
The history would strongly indicate that this cancer has been present for 
over two years. 


presumed to be tuberculous a right upper lobectomy was 
performed. The frozen section report (IS-23-53) was 
“ulcerating carcinoma of a bronchus and epithelioid pul- 
monary tuberculosis.” Right pneumonectomy was there- 
fore done. Postoperative course uneventful. This was 
one patient with carcinoma of the lung who didn’t smoke. 
The patient was discharged on March 3, 1953. She 
developed empyema one year postoperative and was re- 
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the past seven years, which had grown worse the past 
six months. Recently, dyspnea and chest pain had devel- 
oped. She was admitted to the hospital on August 8, 
1951. Pleural effusion was present on the left; following 
left thoracentesis chest x-rays (Figs. 24 and 25) revealed 
a large tumor in the posterior part of the left chest. This 
pleural fluid (pathologic report IS-55-51) was noted to 
contain atypial cells appearing malignant. Bronchoscopic 
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Figs. 21, 22 and 23. Case 12. Routine chest x-ray of this patient on July 19, 1950, revealed a mass off the 
right hilum. Subsequent x-rays, the latest being on February 2, 1953, revealed slight enlargement of the lesion. 
The pathologists report of the resected specimen was bronchogenic carcinoma and epithelioid pulmonary _tuber- 
culosis. Pathologist’s report on December 23, stated “paraffin sections reveal a malignant neoplasm which ap- 
pears to be a lymph node almost completely replaced by neoplasm. The cells comprising the neoplasm are 
bizarre in size, shape and staining reaction. The nuclei are hyperchromatic and nuclear cytoplasm ratios are markedly 
altered. Tumor giant cells are encountered. The cords of neoplastic cells are separated by bundles of dense con- 
nective tissue. Epitheloid tubercles and multinucleated giant cells of the Langhans type are found at the periphery 
of this tumor.’”” Whether or not the malignancy was present when the chest x-ray of July 19, 1950, was taken is 
not known; the lesion noted on the film of July 19 may have been tuberculous, carcinoma developing at a later 
date. 






















Figs. 24, 25 (above), 26 and 27 (below). Case 13. Figures 24 and 25 are x-rays of the fifty-seven-year-old white 
woman showing the large tumor (plasmacytoma) of the left pleural cavity. Thoracotomy revealed widespread me- 
tastasis throughout the left pleural cavity. Figures 26 and 27 are films taken recently; the patient having been 
treated with x-ray therapy in the meantime. 
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examination on August 22 showed some compression of 
the left lower lobe bronchus. On August 28, left thoracot- 
omy revealed a large soft tumor arising from the posterior 
part of the pleural cavity with widespread pleural metas- 
tases. Biopsy of this tumor was reported (pathologic 
report IS-58-51) as being “extramedullary malignant 
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to originate near the bifurcation of the primary bronchus 
and to extend into the lung parenchyma. This growth 
is made up of masses and strands of well differentiated 
cells of the squamous type. In some areas it exhibits 
definite tendency toward cornification. We were unable 
to demonstrate histological evidence of metastases in the 


Figs. 28 and 29. Case 14. Figure 28 illustrates a large density in the left 
hilar area of the forty-six-year-old white man prior to left pneumonectomy 
which was performed on January 31, 1948. The tumor was a well differ- 


entiated squamous cell carcinoma. 


The patient has remained well and 


continues to work at his regular job as a railroad switchman. Figure 29 is 
the chest x-ray taken on January 14, 1954, approximately six years after 


the left lung was removed. 


plasmacytoma.” The patient was released on September 8, 
and was referred to Doctors Richardson and Cheney of 
Lansing who have treated the patient since 1951 with 
x-ray therapy. Figures 26 and 27 show the present 
status of the patient’s chest. 


Cure of Advanced Bronchogenic Carcinoma by 
Pneumonectomy 


Case 14 (Figs. 28 and 29).—The patient, a forty-six- 
year-old white man, complained of a chronic cough and 
weight loss. His present illness began six months pre- 
viously with cough (severe). He lost 40 pounds in weight 
in six months. Bronchoscopic examination and biopsy of 
a lesion in the left bronchus were performed elsewhere; 
carcinoma was reportedly found. He was admitted to 
the hospital on January 22. Chest x-ray on January 
30 (Fig. 28) revealed a large density in the left mid 
lung field involving the hilum. A thoracotomy on Janu- 
ary 31 revealed a 5 cm. stony hard mass in the hilum of 
the left lung. Left pneumonectomy was performed. 
(Pathologic report No. 336-350 on January 31.) “The 
lung contains an epithelial new growth which appears 


lymph nodes dissected from the surgical specimen or in 
the. mediastinal node submitted separately. Sections cut 
from the proximal portions of the primary bronchus do 
not appear to contain tumor tissue. Diagnosis: Squamous 
cell bronchogenic carcinoma.” The patient was released 
from the hospital on February 10. 

He is now fifty-two years of age and is working regu- 
larly as a railroad switchman. Figure 29 shows his chest 
x-ray taken on January 14, 1954. 


Discussion 


Intrathoracic tumors are interesting problems 
often requiring exploratory thoracotomy for diag- 
nosis. Procrastination in a doubtful lesion of the 
lung may be fatal. Early thoracotomy is the only 


‘way we can hope to cure bronchogenic carcinoma. 


The réle of cigarette smoking in the increase in 
the incidence of bronchogenic carcinoma is a mat- 
ter of grave concern. It is hoped that this problem 
will soon be definitely resolved. 





With early discovery in all physicians’ offices, followed 
by prompt adequate therapy, it should be possible with- 
in the foreseeable future to control cervical cancer. 

= . = 

Recent studies have shown that 90 to 95 per cent of 
breast cancers are first discovered by the woman herself, 
usually accidentally. 
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Irradiation, either in the form of radioactive phos- 
phorus or total body irradiation, is the treatment of 
choice in patients with chronic granulocytic leukemia. 

a e . 

In chronic lymphatic leukemia, localized roentgen 
irradiation is probably the most satisfactory form of 
therapy, although radioactive phosphorus can be used. 
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ULCERATIVE DISEASE OF 





Problems of Nutrition in 
Ulcerative Disease of the 
Digestive Tract 


By J. Arnold Bargen, M.D. 


Rochester, Minnesota 


-F EW physicians have left such a lasting impres- 
sion on their colleagues and have influenced 
subsequent workers in the field of a single phase 
of clinical investigation as much as William Beau- 
mont.® The fame of Beaumont is well established 
in American scientific lore. The average school- 
boy knows about him and the medical student is 
reminded early of endless possibilities of service 
and discovery which are opened to the prepared 
mind such as was that of Beaumont. 

The physiologist and the biochemist are awed 
as they read in Beaumont’s* own words his ac- 
counts of his observations of the behavior of the 
stomach of a human subject under a variety of 
experimental conditions. After all, he worked 
under most unfavorable conditions when compared 
to the opportunities of our present-day equipped 
laboratories. 

Beaumont® was born in Lebanon, Connecticut, 
the son of a farmer, on November 21, 1785, and 
died on April 25, 1853. He had a rather long span 
of years of activity and study on the irascible and 
rather difficult Alexis St. Martin. His early and 
rather extensive experiments were done at Mack- 
inac on Alexis St. Martin,) whom he had be- 
friended in his home and whom he had nursed 
back to health after a gunshot wound to St. Mar- 
tin’s abdomen. Later on, Beaumont worked at 
Prairie du Chien, Wisconsin, at the old Fort 
Crawford. Notes on his experiments are so volu- 
minous and his studies had been so fundamental, 
having withstood the test of time, that now Beau- 
mont’s name is honored by some very outstanding 
collections of papers, mementos and memorials of 
all kinds. 

Volumes have been written about Beaumont’s 
activities and his personality, and large collections 
of his works have been gathered in important 
medical centers. There is the Dr. William Beau- 


— 


Beaumont Lecture presented at the meeting of the 
Michigan State Medical Society, Grand Rapids, Michi- 
gan, September 25, 1953. 

From the Division of Medicine, Mayo Clinic, Roch- 
ester, Minnesota. 
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TABLE I.*! RESULTS OF LOSS OF ESSENTIAL 


CHEMICALS AND FOODS 











Chemicals Results of Loss 
and Foods 
Fat Fatty stools; loss of weight; loss of calcium (as soaps); 
decreased concentration of fat in blood. 
Protein Creatorrhea; negative nitrogen balance; hypopro- 


teinemia; loss of weight; ma. 

Carbohydrate | Fermentation of stools; abdominal distention and 
flatulence; flat glucose tolerance curve; decreased 
concentration of blood sugar. 


Vitamin A Night blindness; xerophthalmia; toadskin; bronchitis. 

Vitamin B Glossitis; cheilosis; nasolabial seborrhea; blepharitis; 
peripheral neuritis; diarrhea; pellagrose dermatitis; 
hypochromic anemia. 

Vitamin C Gingivitis; bleeding tendency; scurvy. 

Vitamin K Hypoprothrombinemia; bleeding tendency. 


Iron Hypochromic microcytic anemia. 
Calcium Hypocalcemia; tetany; rickets; deformed bones; osteo- 
porosis. 








mont collection of Chicago donated by Dr. and 
Mrs. Ethan Allen Beaumont of Wisconsin, which 
is one of the largest. Dr. Arno B. Luckhardt?* was 
largely responsible for obtaining this collection for 
the University of Chicago. There is another in the 
library of the Washington University Medical 
School at St. Louis, Missouri.*t There is a Beau- 
mont Medical Club at Yale** and eighteen annual 
Beaumont Lectures have been delivered on the 
Carmalt Foundation at Yale.** Wayne County 
Medical Society of Michigan has had a Beaumont 
lectureship for many years and I delivered the 
twenty-fifth annual lecture* of this series in 1945. 

Now the physicians of the State of Michigan 
have banded together to build a permanent memo- 
rial in the spot where Dr. Beaumont first saw his 
famous patient, Alexis St. Martin, on Mackinac 
Island. I understand that this building will be 
dedicated next July and that the shrine will be 
furnished in the style of the period of 1820. The 
Michigan doctors of medicine deserve great credit 
in building this Beaumont memorial to honor one 
of their own, to help inform the people of Michi- 
gan and the world that medicine is proud of its 
accomplishments in the past and to stimulate 
others in their work in the future. 

It has been a tradition among physicians 
that we honor those in our ranks whose accom- 
plishments benefit the public without even the 
slightest consideration of aggrandizement. When 
we consider the handicaps under which Beaumont 
worked and think of our well-established and well- 
equipped laboratories today, we must view his 
accomplishments with amazement. He accurately 
recorded his observations in several excellent vol- 
umes and many additional papers. How well this 
was done is attested to by the fact that even now 
lectures are being instituted in his memory and 


407 





ULCERATIVE DISEASE OF THE DIGESTIVE TRACT—BARGEN 


through the years, many such lectureships have 
been established. In the series of lectures on the 
history of medicine given under the auspices of 
the Mayo Foundation at Rochester, Minnesota, 
the Medical School and the Graduate School of 
the University of Minnesota, Minneapolis, Min- 
nesota, the Medical School of Northwestern Uni- 
versity, Chicago, Illinois, the Medical School of the 
University of Wisconsin, Madison, Wisconsin, the 
Des Moines Academy of Medicine, Des Moines, 
Iowa, and the Medical School of the University of 
Iowa, Iowa City, Iowa, and published in book 
form, there is one lecture entitled “The Medical 
Corps of the Army and Scientific Medicine,” by 
Merritte W. Ireland,’® which is devoted almost 
wholly to Dr. Beaumont’s work. When we think 
of the train of investigations that have been started 
by some of the best physicians of their respective 
times in the 100 years following, there is little 
wonder that we are awed at Beaumont’s accom- 
plishments. 


Hyman Goldstein’® referred to the work of Cor- 
visart and Leroux on the subject, Magdalene Gore, 
who had a gastric fistula, but the earliest and most 
outstanding work of this type was done by Beau- 
mont on Alexis St. Martin. 

Later, we have the extensive studies by A. J. 
Carlson® on Fred Vicek from about 1912 to 1920, 
and still later the work by Wolf and Wolff*® on 
their subject, “Tom.” These three individuals have 
made history in the experimental world which 
concerns itself with gastric secretion and motility 
of the stomach of the human, and it was Beau- 
mont’s original and fundamental studies which 
stimulated many others to 
animals. 

The fundamental studies by I. P. Pavlov through 
the establishment of his gastric pouch** gave us 
much information on the work of the digestive 
glands. Other men whose work was stimulated by 


investigations on 


these earlier investigators are Frank Mann,” An- 
drew Ivy,?° Lester Dragstedt,® B. J. E. Ihre*® and 
a host of others. Many of the researches of these 
men have dealt with the relationship of the aggres- 
sion mechanism inherent in hydrochloric acid and 
pepsin to the causation of lesions of the upper 
digestive tract. 

The works of numerous physicians of the state 
of Michigan have left and will leave their mark 
in the annals of medicine. Among them, we should 
mention John Mateer,”® Marvin Pollard,?® Fred- 
erick A. Coller,*° and Henry K. Ransom.** 
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In his address as president of the American Col- 
lege of Surgeons, Dr. Coller™ stressed those virtues 
which were so well embodied in the works of Beau- 
mont. Dr. Coller’*® also has made important con- 
tributions to medical progress by his emphasis on 
preoperative and postoperative care of the patient. 


Dr. Henry K. Ransom,** in 1944, reported his 
excellent study of the problems of gastrojejuno- 
colic fistula, stressing their importance as a late 
complication of gastroenterostomy for a duodenal 
ulcer and emphasizing the importance of correct- 
ing the deficiencies resulting from such fistulas 
before their surgical repair is undertaken. Dr. 
John Mateer?? has made valuable contributions 
to the subject of liver disease and Dr. Marvin 
Pollard*® has emphasized certain essential factors 
in the management of gastric hemorrhage. 

All of these are only a few of the fundamental 
studies initiated and stimulated by Beaumont’s 
original work. You will do well to read the volume 
by Grace, Wolf and Wolff" entitled The Human 
Colon and Youmans’** Nervous and Neurohumoral 
Regulation of Intestinal Motility. 


Ulcerative Disease of the Digestive Tract 


Keeping in mind always that the care of the 
patient is paramount and must be continued in the 
best scientific manner in spite of our inadequacies 
and the many gaps in our knowledge, let us now 
add a few practical points to our knowledge of 
the inception and management of ulcerative dis- 
ease of the digestive tract. 


The Esophagus.—Peptic ulcers may occur in the 
esophagus. Redish and Kertzner** have noted that 
peptic ulcers occur in the individual with the short 
esophagus which is congenital in origin and which 


permits a more or less constant exposure to gastric 
secretion. The presence of ectopic mucosa has also 
been suggested as of importance. Lesions involving 


‘the cervical or thoracic vagi are also known as 


factors important in the production of peptic ulcer 
of the esophagus. 


Cross and Wangensteen™ have found that bile 
and pancreatic juice are factors in producing 
esophageal erosions. Ulcers of this region may 
have all the features of peptic ulcers elsewhere, 
even to the point of perforation, as stressed by 
Coffey and Dravin.® The problem of peptic esopha- 
gitis is brought to our attention from time to time. 
The symptoms of this condition may be vague 
or hard to identify. Patients who have it may 
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have associated gastric lesions masking the picture. 
There is no standard therapy. 

Potter, Schaer and Stewart** have pointed out 
that associated with any of these lesions, there may 
be stricture formations and patients commonly 
have a great deal of distress. Dysphagia is not 
uncommon to a point where eating becomes a bur- 
den. The patient loses weight and suffers the 
result of poor nutrition simply because of his 
inadequate intake of food. The triad of esopha- 
gitis, duodenal ulcer and esophageal hiatal hernia 
of the short-esophagus type occurs not infre- 
quently. 

Wilson** has offered an adequate program of 
therapy for patients with stenosing esophagitis, a 
condition frequently difficult to manage. The 
ulcers of the esophagus are usually situated in the 
distal third and symptoms are those of epigastric 
or substernal pain, dysphagia and sometimes 
hematemesis. Sometimes the pain or discomfort 
from these lesions occurs two or three hours after 
meals and so its differentiation from gastric or 
duodenal ulcer is constantly before us. 


The Stomach.—lIt is, of course, in the stomach 
that Beaumont’s studies yielded the greatest divi- 
dends. He was fortunate in being able to work 
on a viscus that gave so much promise of positive 
accomplishments. 


The outstanding anatomic peculiarity of the 
gastric mucosa is its rich capillary network. 
Robertson*’ has pointed out that the injection of 
this network with India ink gives the mucosa a 
solid black surface, so profuse is the capillary 
supply. The outstanding physiologic fact about 
the gastric mucosa is the wide range in the disten- 
tion of these capillaries by blood. At one time, the 
mucosa may be pale and apparently almost blood- 
less, at another time swollen and deeply red. At 
this latter stage the commonest lesion of the 
mucosa is hemorrhage. The hemorrhages are 
usually punctate, may be multiple, and as a rule 
are small. Surgeon Beaumont, the master obser- 
ver, in studying the stomach of Alexis St. Martin, 
recorded his observations of the living gastric 
mucosa as follows: 


In . . . undue excitement, by stimulating liquors, 
overloading the stomach with food—fear, anger, or what- 
ever Gepresses or disturbs the nervous system—the 
villous coat becomes somewhat red and dry. ... There 
are sorsetimes found, on the internal coat of the stomach 
eruptions or deep red pimples—at first pointed and 
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red, but frequently becoming filled with white purulent 
matter. 


Diseased appearances, similar to those mentioned 
above, have frequently presented themselves, in the 
course of my experiments and examinations. . . . They 
have generally, but not always, succeeded to some 
appreciable cause. Improper indulgence in eating and 


drinking . . . eating voraciously or to excess, swallowing 
food coarsely masticated . . . invariably produce similar 
effects. . . . These morbid conditions are however seldom 


indicated by any ordinary symptoms, or particular sen- 
sations described or complained of. . . . They could 
not, in fact, in most cases have been anticipated from 
the external symptoms; and their existence was only 
ascertained by actual, ocular demonstration. . . 


It is interesting to observe to what extent the stomach 

. may become diseased without manifesting any ex- 
ternal symptoms of such disease, or any evident signs of 
functional aberration. . . . Extensive active or chronic 
disease may exist in the membranous tissues of the 
stomach . . . more frequently than has been generally 
believed.5 


Professor Carlson,* of he University of Chicago, 
in discussing this question stated that he had 
confirmed Beaumont’s observations in patients who 
had a gastrostomy tube inserted into their stom- 
ach. Some of the recent papers on the results 
of gastroscopic examination of the stomach hint 
at similar findings. 


Nevertheless the frequent discovery at necropsy 
of these tiny hemorrhages in the stomach has a 
certain significance beyond the so-called ante- 
mortem lesions. 


The inevitable result of these hemorrhages is an 
ulcer, that is, destruction of the mucosa in the 
region of the ruptured capillary. This ulcer may 
be extremely superficial and very small and the 
repair of the defect may be perfect. If the 
hemorrhage is somewhat larger and deeper, the 
resulting ulcer may be repaired more slowly and 
while ultimately the surface of the mucosa may 
be restored, certain defects in the normal anatomic 
arrangement may remain. Presumably such an 
area is more exposed to future hemorrhages and 
more severe and deeper ulcerations. In some of 
these ulcers healing may be inhibited to such an 
extent that a chronic ulcer develops which gives 
rise to a fairly definite clinical syndrome. The 
exact cause of the nonhealing of such ulcers is 
not known, but it is suggested here that a change 
in the quantity or quality of the protective coat- 
ing of mucus has occurred, possibly in some in- 
stances through influences of the central nervous 
system. The residual lesions resulting from incom- 
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plete repair of the mucosa may be listed as ac- 
cumulations of lymphocytes, thickening and dis- 
organization of the muscularis mucosae, disap- 
pearance of the specialized peptic and acid cells 
of the mucosa and hyperplasia of the fundamental 
or mucous cells of the mucosa. It is suggested that 
as long as the peptic and acid cells remain, the phe- 
nomena of organized repair can apparently pro- 
ceed in an orderly manner. However, when suffi- 
cient destruction of these special cells has been 
produced, disorganization of reparative processes 
ensues to such an extent that independent and un- 
organized proliferation of cells may produce a 
cancer. 


It becomes obvious from these observations that 
nutritional disturbances may result. It is not neces- 
sary to have a gastric fistula such as Alexis St. 
Martin had to interfere with nutrition. Patients 
with ulcers of the stomach, even of the benign type, 
have a great deal of discomfort; they may be 
placed on deficient diets, may be given too much 
alkali and so a vitamin deficiency and an alkalosis 
may result. 


An unprecedented amount of experimental work 
has been done in the laboratory of Lester R. Drag- 
stedt'* on the inception, development and progres- 
sion of peptic ulcer. He has stressed the im- 
portance of a hypersecretion of gastric juice in 
humans who develop ulcer. 


The Duodenum.—The formation of a peptic 
ulcer of the duodenum is probably not too dif- 
ferent from that of peptic ulcers in the esophagus 
and stomach. There has been considerable con- 
troversy about the origin of peptic ulcer in the 
duodenum. Some have felt that a chronic peptic 
ulcer does not originate from any of the acute 
lesions seen in surgical and necropsy specimens of 
the stomach, duodenum, or jejunum. Others have 
felt just as definitely that chronic peptic ulcers 


originate from acute lesions. It is difficult to con-’ 


ceive how a chronic ulcer could occur without its 
being initially an acute lesion of the mucosa. Acute 
and chronic ulcers of the stomach and duodenum 


coexist. Such acute ulcers and erosions may occur 
in the stomach and duodenum in acute and chronic 


infectious conditions. It is well known that ex- 
tensive burns of the skin may cause erosions and 
acute ulcers in the duodenum. It would not seem 
too farfetched to think that chronic ulcers arise 
from these lesions. Chronic ulcers occur at the 


site of predilection of acute lesions. Chronic ulcers 
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have been known to develop from experimental 
acute ulcers. Such mechanisms as vascular jn- 
farction, spasm of the muscularis mucosae, dis- 
turbances of capillary circulation, excessive se- 
cretion of acid pepsin, toxic agents, constitutional 
and psychosomatic disturbances, deficient, irri- 
tating diet and other things taken into the stomach, 
and metabolic poisons may all play a part in the 
inception of ulcers. 


Rosenow** found that on intravenous injection of 
streptococci into animals there developed hemor- 
rhage, necrosis and ulceration in the duodenum. 
This was in line with his theory of elective localiza- 
tion. It is of interest that ulcers once established 
are reactivated at certain seasons of the year, that 
is, the spring and fall. Ulcers are likely to become 
active when patients have upper respiratory or in- 
tercurrent infections. Nervous tension is of the 
greatest importance in reactivating an ulcer al- 
ready present. Ulcers tend to become active during 
the periods when patients are emotionally upset, 
and at the termination of emotional crises the 
ulcers progress into a period of quiescence. The 
factors which influence the production of these 
peptic ulcers also are important in nutritional dis- 
turbances in patients with peptic ulcer. The diet 
prescribed will frequently be deficient in important 
food items. A study of patients on ulcer diets has 
frequently shown low values of ascorbic acid and 
other vitamins. Alkalosis and hypocalcemia, as 
well as disturbances of other metabolites, are not 
uncommon. Unless careful attention is paid to 
all the factors in the diet, it is likely to be low in 
proteins, minerals and vitamins. It must be re- 
membered that calcium, phosphorus, sodium, po- 
tassium, chlorine, magnesium, manganese, iodine, 
iron, copper, sulfur, zinc, cobalt, bromine and 
fluorine constitute the elements classed as the ele- 
ments of nutrition. These elements are interrelated 
and balanced against each other in body function 
and cannot be considered as single elements with 
singular functions. Although calcium and _phos- 
phorus only approach one per cent of the total 
body composition, and yet comprise ninety per 
cent of the ash of the body, they are only illustra- 
tive of the great importance that a proper balance 
of these elements has in good nutrition. Hence, 
the diet should be prepared with these elements 
in mind. 

Numerous books on peptic ulcer and its manage- 
ment have been written in the last two ‘decades. 
The fundamentals of treatment by all of these 
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authors, including Ivy,?° Sandweiss,*® Winkel- 
stein,*® and others, are based on a fundamental 
work of their predecessors in physiology. The book 
by Smith and Rivers,** while it too is fundamen- 
tally physiologic in nature, has made one great 
contribution in bringing the character and path- 
ways of pain in peptic ulcer to our attention. 


Meckel’s Diverticulum.—Peptic ulcers also occur 
in Meckel’s diverticulum, the commonest congeni- 
tal anomaly of the intestinal tract. It is possible 
that these ulcers form in the same way that they 
do in the stomach. These ulcers may perforate, 
cause obstruction, and not infrequently are asso- 
ciated with massive hemorrhage. Unless recog- 
nized early, marked nutritional disturbances like 
those described in other diseases of the small bowel 
may occur. 


The Small Intestine——Nowhere in the digestive 
tract is there so much disturbance of nutrition as 
from lesions of the small intestine (table). This, 
of course, is as one would expect since the small 
intestine is the major source of absorption and 
assimilation. It will immediately become obvious 
that (1) an intact wall of the small intestine, (2) 
a normally functioning mucosa, (3) normal peri- 
stalsis and normal transportation of the chyme, (4) 
the presence of adequate digestive enzymes and 
bile and (5) intact lymphatics are essential for 
adequate digestion and absorption. A break in 
any of these may eventuate in a deficiency state. 

Impairment of the absorptive ability of the 
small intestine is almost universally incriminated 
as the underlying cause of jejuno-ileac insuffi- 
ciency. The symptoms of jejuno-ileac insufficiency 
are protean. The condition may be mild or severe; 
it may be manifested as a diffuse deficiency state 
or it may cause a loss of only one or two substances 
to the body. Whatever the cause, chronic jejuno- 
ileac insufficiency will produce fatty diarrhea, 
macrocytic anemia, tetany and various vitamin de- 
ficiencies. 

The different types of anemia that may be 
associated with jejuno-ileac insufficiency are of 
particular interest. The loss of iron naturally pro- 
duces microcytic hypochromic anemia. This com- 
monly occurs in the early stages of the syndrome. 
This anemia may be further aggravated by a 
deficiency of members of the vitamin B complex, 
as well as by bleeding produced by the hypopro- 
thrombinemia secondary to vitamin K deficiency 
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and by a decrease in the amount of vitamin C 
stored in the body. 

The appearance of megaloblastic anemia marks 
a more advanced stage of the insufficiency. This 
condition, which cannot be distinguished hema- 
tologically from pernicious anemia, is usually con- 
sidered the result of defective absorptive or ex- 
cessive loss of the erythrocyte-maturation factor. 

It is interesting to note that in some cases in 
which megaloblastic anemia is associated with 
jejuno-ileac insufficiency the anemia will not re- 
spond to the administration of liver extract but 
will disappear promptly after surgical correction 
of an abnormality. 

The clinical picture may become still more 
complicated by the appearance of a macrocytic 
hypochromic anemia, the result of severe com- 
bined deficiences of iron and the erythrocyte- 
maturation factor. Such a clinical picture also 
has been observed in the course of nontropical 
sprue. 

The other condition, more common, and more 
serious, in which the clinical picture of a de- 
ficiency state occurs not infrequently is the so- 
called regional enteritis. This is an exudative, 
ulcerative and hyperplastic granulomatous lesion 
of any portion of the small intestine, although the 
site of its predilection is in the distal ileum. There 
is considerable evidence to suggest that the etio- 
logic agent of this condition is to be found in the 
fecal stream. It is probably carried by the fecal 
stream from which it is absorbed by the small 
intestine. Its production and absorption may in 
some way be related to the physiologic activity of 
the small intestine. This agent may exert its in- 
fluence on the normal epithelial cells, causing them 
to be replaced by goblet cells. When the causa- 
tive factor gains entrance into the interstitial 
spaces of the bowel wall, tubercles and lymphoid 
hyperplasia develop. The further course of the 
agent appears to be by way of the lymphatics 
where it causes focal intralymphatic endothelial 
hyperplasia. As a result of this, lymphatic ob- 
struction and dilatation occur. Then follow lym- 
phatic cellular accumulations and interstitial ede- 
ma. With this, there is increased accumulation of 
bacteria and finally ulceration develops. The por- 
tion of the small bowel exposed to the greatest con- 
centration of the offending substance is the distal 
ileum. Here it develops as an ulcerative, hyper- 
plastic process. Perhaps a similar more mild form 
of the condition occurs in other segments of the 
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intestine. At any rate, even when disease is dem- 
onstrable only in short segments of the bowel, de- 
ficiency states like those observed in other ileo- 
jejunal insufficiencies occur. It is entirely possible 
that multiple etiologic factors — bacterial, meta- 
bolic, allergenic, psychosomatic — present a syner- 
gistic relationship and are responsible for develop- 
ment of regional enteritis. Be that as it may, the 
disease once established may result in tremendous 
bodily depletion. 

Experiments on animals have demonstrated that 
the immediate effects of massive resection of the 
intestine are hunger, thirst, loss of weight and 
diarrhea. As much as sixty-six per cent** of in- 
gested foodstuffs may be lost in the feces. Com- 
pensation occurs gradually. If the animals are 
fed a rich, easily assimilable diet, digestion becomes 
normal. The animals are able to absorb all food- 
stuffs and there is a considerable: increase in the 
absorption of carbohydrates. The animals appear 
normal but they are very sensitive to unfavorable 
dietary and environmental conditions. 

The compensatory process is characterized by 
hypertrophy and hyperplasia of the remaining por- 
tion of the intestine proximal to the site of the 
resection. Neither the stomach nor the portion 
of the intestine distal to the site of the resection 
undergoes any change. The diameter of the por- 
tion of the intestine involved in the compensatory 
process increases and it may become twice as large 
as normal. There also is an increase of as much as 
400 per cent* in the absorptive surface of the re- 
maining portion of the intestine. It appears likely 
that this increase in the absorptive surface ap- 
proaches the epithelial area of the excised portion 
of the intestine. This compensatory process also 
has been observed in human beings who have un- 
dergone massive resection of the intestine. 

The amount of human intestine that can be re- 
sected without causing serious sequelae or death 
varies greatly in different cases. The literature 
contains reports of cases in which patients have 
lived after the removal of, more than 500 cm.”* 
of the intestine. In some cases, excision of a rela- 
tively small portion of the intestine has been fol- 
lowed by severe metabolic disturbances. 

Resection of the small intestine of human beings 
is followed by many sequelae. Diarrhea is the most 
frequent of these. It is associated with an ex- 
cessive loss of fat, protein and electrolytes in the 
feces. This abnormality may be so severe and 
intractable as to interfere greatly with bodily 
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nutrition, and it even may cause death. The diar- 
rhea is aggravated by the inclusion of an excessive 
amount of fat in the diet. Anemia of various types, 
loss of weight, edema, tetany and pernicious vomit- 
ing are other sequelae that may occur. There also 
may be a decrease in the concentration of calcium 
and protein in the serum. 


After resection of the small intestine, the physi- 
cal condition of the patient appears to depend on 
the following factors: (1) the pathologic condi- 
tions which necessitated the resection, (2) the 
length and physical condition of the remaining por- 
tion of the intestine and the extent to which it is 
able to compensate for the resection, (3) the re- 
sistance of the patient, and (4) the type of dietary 
regimen that is instituted after the operation. 


The symptoms resulting from the interference 
with absorption from the small intestine are pro- 
tean. The amount of small intestine that can be 
removed or isolated without producing signs and 
symptoms of a nutritional disorder varies greatly 
in different individuals. Some persons have gotten 
along with remarkably small remaining segments 
of the small intestine and in other persons who 
have had a small involvement by regional enteritis 
demonstrable roentgenologically there have been 
marked disturbances. Such disturbances include 
marked increase in the prothrombin time, inter- 
ference of absorption of glucose as indicated by 
a flat glucose tolerance curve, anemia with ma- 
crocytosis, a marked reduction in serum protein 
and sometimes a reversal of the albumin/globulin 
ratio, a tremendous interference with fat absorp- 
tion, and a lowering of serum ‘calcium and other 
important metabolites. 


One must never lose sight of the importance of 
minerals in human nutrition. With the disturbance 
of normal mineral metabolism, severe and often 
dramatic changes in physiologic and psychosomatic 
reactions occur. The minerals are catalysts that 
make possible the function of enzymes. They form 
the structure on which the body is constructed. 
Supplied adequately, they make possible a healthy, 
strong body. When they are deficient in the diet 
or improperly absorbed, their absence may result 
in a variety of disturbances. All of these disturb- 
ances must be vigorously attacked by giving large 
excesses of those elements which are lacking, and 
more recently it has been found that the use of 
the hormones such as corticotropin (ACTH) has 
been of considerable help in restoring the nutrition 
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of patients with conditions such as the sprue syn- 


drome. 


The Large Intestine.—It is rather important that 
one be aware of the various elements which may 
play a rdle, not only in the inception, but also in 
the progression of ulcerative colitis and other 
maladies of the large intestine for one to under- 
stand how and why these various factors may be 
significant in changes in the bodily economy pro- 
duced in patients who have ulcerative colitis. 
There are probably others, but the following con- 
ditions seem to have an important bearing on 
the progression of the disease known as ulcerative 
colitis: infection, nutritional disturbances, meta- 
bolic disorders, enzymatic excess, allergic manifes- 
tations, vitamin depletion, antiproteolytic sub- 
stances, and psychosomatic factors may all have 
some importance in the changes produced in the 
patient who has ulcerative colitis. 


That infection is the fundamental factor in the 
commonly known forms of ulcerative colitis is 
generally accepted. The importance of the rela- 
tion of any particular organism or virus is not 
generally understood. I need not here refer to 
the extensive studies which have laid stress on the 
importance of a Streptococcus in one of the com- 
mon forms of ulcerative colitis. Undoubtedly there 
are other infectious organisms which are impor- 
tant, including the Staphylococcus, the virus of 
lymphopathia venereum and others. My experi- 
ence suggests that the forms of ulcerative colitis 
under common observation are in the nature of 
an infection and that with the progression and 
destruction caused by the disease, a variety of 
systemic disturbances occur. The secondary sys- 
temic changes are often more profound and more 
debilitating than the changes of the original disease 
and so may be confused with the primary mani- 
festations of ulcerative colitis. My studies suggest 
that the factors that affect the progression of these 
diseases most severely and which play an impor- 
tant role in their inception are infection and nu- 
tritional and metabolic changes. 

The depletion of body proteins and vitamins in 
ulcerative colitis has frequently been observed. 
This is so true that many internists have directed 
their therapeutic attention to the restoration of 
these body-building substances in an effort to con- 
trol the disease. It is quite possible that the hepatic 
lesions and dysfunction that have been observed 
in ulcerative colitis may be due, at least in part, 
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to malnutrition. In one study of ninety-one”? cases 
of ulcerative colitis in which necropsy was per- 
formed, moderate to severe infiltration of the liver 
with fat occurred in forty-seven. In three, there 
was cirrhosis of the liver. It must be recalled that 
this occurred in patients sick enough to die from 
ulcerative colitis. However, varying degrees of in- 
filtration with fat and hepatic dysfunction are 
common in the patient who has active ulcerative 
colitis. This conclusion has recently been substan- 
tiated by biopsies of the liver. The pancreatic 
lesions in the form of interstitial pancreatitis com- 
monly found at necropsy may also bear in this 
direction. In one group of eighty-six cases? of 
ulcerative colitis in which necropsy was performed, 
interstitial pancreatitis was found in forty-six. In 
two cases the pancreatitis was acute. In five cases 
it was severe although chronic. In seventeen, it 
was moderate and chronic, and in twenty-two it 
was mild. In addition, in eleven other cases, there 
were definite pancreatic fibrosis and acinar atro- 
phy. 

Although depletion of minerals, vitamins and 
other substances fundamental to the. body econ- 
omy has been observed in ulcerative colitis, the 
most impressive observation has been the deple- 
tion of protein. This is probably attributable to 
a combination of factors. They include the poor 
intake of food, the increased catabolism of pro- 
tein during fever, the loss of nitrogen, tissue fluids, 
blood and inflammatory exudate from the bowel, 
and the failure of synthesis of protein as a result 
of impairment of hepatic function. Increased fecal 
output of nitrogen resulting in negative nitrogen 
balance is fairly common in the patient seriously 
sick with ulcerative colitis. 

Kirsner and Sheffner?? found, in a careful analy- 
sis of the intake and output of patients with ul- 
cerative colitis, that the loss of protein in the 
feces contributes significantly to the nitrogen def- 
icit, that the increased output of nitrogen and 
amino acids in the feces appears attributable to 
the loss by intestinal excretion of inflammatory 
exudate and blood, rather than to unabsorbed 
food, and that the metabolism of protein is not 
grossly disturbed in patients with ulcerative colitis 
who are capable of ingesting adequate quantities 
of food. Sappington*® studied the protein require- 
ments of patients suffering from chronic ulcerative 
colitis. He, too, found large fecal losses of nitro- 
gen. He found that no patient improved clinically 
unless positive nitrogen balance was achieved and 
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maintained. In some instances positive nitrogen 
balance preceded clinical signs of improvement by 
several weeks. He found that high protein feed- 
ings for several months might be necessary to cor- 
rect the protein deficit. He felt that a poorly cor- 
rected, unrecognized chronic protein deficiency 
might be a very important factor in promoting re- 
lapse of the disease. Sheffner, Kirsner and Palmer** 
noted that, with the impairment of the protein 
balance and great bodily depletion of this impor- 
tant dietary material, it is quite obvious that other 
substances essential to the body economy will be 
depleted. 


All the various vitamins are greatly reduced. 
This fact is particularly emphasized by such re- 
ports as the one by Bernay and Tartulier’ on the 
importance of vitamin K. Long observation of 
patients with all manner of degrees of severity 
of many forms of ulcerative colitis has convinced 
me that the nutritional states occurring in ulcera- 
tive colitis are not causative but rather part of 
the picture and usually the result of long-standing 
and advanced colitis. Certainly the avitaminosis, 
the hypoproteinemia, the deficiency of hemo- 
globin, and the peripheral edema, all speak for 
the severe systemic changes of a highly destruc- 
tive disease process. 

Important metabolic disturbances are so closely 
related to the nutritional imbalance in these pa- 
tients that it is difficult to discuss one without the 
other. Many clinical observations of these changes 
have been made. Groups of patients have been 
studied intensively, and it has become apparent 
that the metabolic dysfunctions directly parallel the 
severity and destructiveness of the disease. The 
urinary excretion of 17-ketosteroids gives a good 
indication of this. In the very advanced cases, 
and particularly in children who have had the 
disease since the age of five years or before, it is 


fairly common to find no measurable excretion of . 


17-ketosteroids. In these children, too, there are 
failure of growth, lack of development of the sec- 
ondary sex characteristics, and pseudodwarfism as 
experienced in some other very debilitating ill- 
nesses which attack children in early life. The 
figures for the urinary corticosteroids are not as 
striking as those for the 17-ketosteroids, but the 
preponderance of increased excretion of corticos- 
teroids appears among patients in the severely ill 
group. The epinephrine test for adrenal reserve 
function showed abnormal and at times question- 
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ably abnormal response in the gravely ill patients. 
Posey, Mathieson, Mason and I** found a rough 
correlation between the degree of clinical severity 
and the response to the epinephrine test. 


Basal metabolic rates in patients who have ul- 
cerative colitis even of the severer types are rare- 
ly changed. The serum potassium in these cases is 
frequently reduced, and figures as low as 2 and 
2.5 mEq. per liter are fairly common. In such 
cases, too, electrocardiographic changes will be 
observed. Reduction of serum calcium and phos- 
phorus occurs. Demineralization of bones may be 
observed. Sometimes reduced values of serum cal- 
cium are such that episodes of tetany are de- 
scribed. Alkalosis, hyponatremia and hypochlor- 
emia are fairly common in the very sick patients. 
Cortico-adrenal functions may be disturbed in 
some forms of ulcerative colitis even when the pa- 
tient is ambulatory. It is, however, quite probable 
that such impairment will develop if the patient 
is severely ill. The delayed convalescence common 
to many of these patients may be at least partial- 
ly the result of inability to synthesize body tissues 
from ingested proteins because of lack of proteo- 
lytic and antiproteolytic steroids elaborated by the 
adrenal cortex. It may be that the deficiency of 
potassium in these patients contributes greatly to 
their weakness and asthenia. 

Associated with these changes, there may be 
demonstrable pathologic renal changes. In a group 
of sixty cases of chronic ulcerative colitis in which 
necropsy was performed, an endothelial prolifera- 
tion in the form of glomerulonephritis occurred in 
70 per cent of the cases. Endothelial proliferation 
of a high degree with swelling appeared to cause 
obstruction to the flow of blood in the glomerular 
capillaries. There was a distinct relation between 
the degree of endothelial proliferation and the 
degree of activity of the colitis. The highest de- 
gree of proliferation occurred in cases of thrombo- 
ulcerative colitis. Other renal changes, such as 
tubular degeneration and necrosis, occurred in a 
fourth of the cases. Deposition of calcium in the 
tubular epithelium occurred in a fair percentage 
of the cases. Acute pyelonephritis occurred only 
occasionally. After ileostomy there was a tendency 
to an increase in the renal mass. Formation of 
renal calculi following ileostomy is also of some 
interest. These and many other observations em- 
phasize the serious destructive nature of the con- 
dition commonly called “ulcerative colitis.” 
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Comment 


An attempt has been made to summarize our 
knowledge of today regarding the inception of 
ulcerative disease of the digestive tract. The na- 
ture of these ulcers and the varying characteristics 
in different portions of the digestive tract have 
been mentioned. The results of such ulceration on 
nutrition and subsequent bodily economy have 
been detailed with particular reference to inter- 
ference in nutrition in the intestinal tract. Many 
important nutritional and metabolic disturbances 
occur in ulcerative disease of the small intestine, 


even when the disease itself involves a relatively 
small portion of the intestine. It is important to 
keep this in mind in any program designed to con- 
trol the nutritional disorders which occur as a 
result of ulcerative disease of the digestive tract. 


14, 


16, 
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RECENT CONCEPTS IN BREAST CANCER—VANDENBERG 


The Challenge of Recent 
Concepts in Breast Cancer 


By Henry J. Vandenberg, Jr., M.D. 
Detroit, Michigan 


D URING the past few years attempts to ex- 

tend the scope of operations for carcinoma 
of the breast based on more careful study of lymph 
node spread to the internal mammary and supra- 
clavicular areas have greatly stimulated interest 
in the disease. Radical mastectomy with or with- 
out post-operative x-ray therapy had come to be 
accepted as the proper treatment for primary 
operable lesions. Now we jare confronted with the 
challenge on the one hand that classical radical 
mastectomy may be denying certain patients the 
opportunity for cure that operations of greater 
scope might afford and on the other hand that 
unnecessary operations are being performed on 
patients in whom metastases have already spread 
to nodes beyond the axillary group although not 
clinically demonstrable. The challenge to the well 
ensconced concept that radical mastectomy is an 
adequate operation has initiated such keen in- 
terest because cancer of the breast is the most 
common type in women, accounting for 21 per cent 
of cancer cases and approximately one third of 
cancer deaths in women. 


Diagnosis 

Earlier diagnosis has been generally accom- 
plished in recent years chiefly because women have 
become cognizant of the importance of periodic 
examination both by themselves and by their 
physicians. Adair found that at Memorial Hos- 
pital the primary operable cases rose from 23 per 
cent in 1920 to 80 per cent in 1951. The very ex- 
cellent film on breast self-examination being shown 
to worsen’s groups by the American Cancer Society 
is exerting an ever increasing favorable influence. 
Physicians likewise are recognizing the importance 
of prompt excision of the solitary breast lesion par- 
ticularly in women forty years of age or over. 


A small early malignant lesion is not likely to 
demonstrate any of the classical signs. It may be 
fairly movable; the only highly suspicious sign may 
be the presence of induced skin retraction although 
this sign may accompany other lesions. Nearly 


416 


half of the lesions will be in the upper outer 
quadrant. Only about 17 per cent or less will 
be in the inner half of the breast. 

Aspiration biopsy for diagnosis has been em- 
ployed with a high percentage of success by those 
who have become proficient in the technique and 
in the hands of pathologists trained in cytological 
diagnosis. It is at times a rather painful and un- 
appreciated experience for the patient and is not 
without potentiality for error. The author en- 
countered such a case in a patient with a lesion 
of the upper outer quadrant 4 centimeters in 
diameter which demonstrated induced skin retrac- 
tion. Aspiration biopsy was not done but at local 
excision a cystic lesion was found which the pathol- 
ogist, on examining it grossly in the operating 
room, believed to be a thick-walled cyst and did 
not submit it to frozen section. The paraffin sec- 
tions showed a medullary carcinoma. It is con- 
ceivable that had one obtained fluid from this 
lesion on aspiration he might have been misled 
into believing it to be a cyst. However this error 
would have been unlikely in this instance ‘since 
the patient was beyond the menopause. 

Preoperative chest x-ray is mandatory but it 
seems reasonable to limit x-ray examination of the 
spine and pelvis to those patients having pain ref- 
erable to these areas. 


Criteria of Operability 

The determination of operability varies consider- 
ably among surgeons. The author agrees essen- 
tially with Adair who contends that a generous at- 
titude toward operability be taken in contradistinc- 
tion to the classification of Haagensen and Stout 
which is relatively restrictive. Adair defines three 
types of inoperable cases: (1) those with distant 
metastases, (2) those with an inflammatory lesion 
and (3) 
Consequently patients with ulcerative lesions, satel- 
lite skin nodules, fairly extensive skin edema, and 
associated pregnancy need not be excluded from 
the operable group. In a series of 130 cases of 
primary breast cancer associated with pregnancy 
Adair has found a five-year survival of 44 per cent; 
in cases in which disease was limited to the breast 
71 per cent survived five years, and in those with 
axillary metastases 27 per cent survived five years. 
Thus a patient with disease confined to the breast 
has nearly as good a prognosis as the patient with- 
out associated pregnancy. Abortion in this group 
has resulted in a five-year survival of 70 per cent; 
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the unaborted showed 44 per cent five-year sur- 
vivai. 

Intensive radiation to a patient with inoperable 
disease because of extensive edema or large rela- 
tively fixed axillary nodes may produce such 
marked regression that the author believes cases 
responding favorably should be considered for 
subsequent radical mastectomy. 


Treatment 


For carcinoma, which is clinically operable and 
potentially curable, radical mastectomy following 
diagnosis by excision, incision, or aspiration biopsy 
is the widely practiced method of treatment. Post- 
operative roentgen therapy is employed in a variety 
of ways and with varying techniques. It would 
seem most feasible in our present state of knowl- 
edge to give routine postoperative therapy to all 
patients in whom axillary metastases have been 
found, irradiating intensively to the supraclavicular 
and internal mammary chain areas with less in- 
tense irradiation over the operative area of the 
chest wall. Because of an incidence of recurrence 
of 5 per cent or less in the axilla it would seem 
preferable not to direct a portal to the axilla as 
subsequent fibrosis may cause arm edema. Local 
recurrence in the axilla can then be treated either 
by intensive localized roentgen therapy or local 
excision. 

A very provocative report was made in 1943 
by McWhirter who treated a series of patients by 
simple mastectomy followed by intensive roentgen 
therapy to the axilla, supraclavicular and internal 
mammary areas. He attained a five-year survival 
rate comparable with the average five-year survival 
of series of patients treated by radical mastectomy. 
This method of treatment has basic defects in 
that it leaves behind tissue which is surgically 
accessible and that it does not conform to the 
soundly established principle of surgery for cancer 
that an adequate operation entails the bloc re- 
moval of the primary tumor, intervening lymphatic 
channels, and the primary lymphatic drainage area. 
To leave such tissue behind for treatment by irradi- 
ation invites the danger of only arrested growth of 
cancer cells rather than complete destruction. Thus 
it seems advisable to wait for a longer follow-up by 
treatment of this type before seriously considering 
it in preference to radical mastectomy. In ad- 
vanced cases however this method certainly has a 
Place in treatment. 

Principally as a result of the report by R. S. 
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Handley and A. C. Thackray which showed the 
frequency with which metastases occur in the in- 
ternal mammary lymph nodes we have been stimu- 
lated to reappraisal of the indications for radical 
mastectomy and investigation of extended opera- 
tions. Handley’s most recent report of internal 
mammary biopsy in 125 patients showed that in 
thirty-nine patients, or 31 per cent, the internal 
mammary nodes were invaded. Of the forty-eight 
patients with lesions of the inner half of the breast 
twenty-nine patients, or 60 per cent, showed in- 
ternal mammary node metastases, while of the 
seventy-seven cases involving the outer half of the 
breast fourteen patients, or 18 per cent, showed 
invasion of the internal mammary nodes. These 
figures represent the minimum incidence of metas- 
tases since it is possible that metastases which 
could not have been detected at biopsy were pres- 
sent in some instances. The important fact these 
data show is that in six out of ten radical mas- 
tectomies done for inner half lesions one cannot 
expect to be performing a curative operation. 

The arc of lymphatics extending around the 
periphery of the breast, the axillary, supraclavicu- 
lar, and internal mammary groups are in close 
anatomical relationship as McDonald, Haagen- 
sen, and Stout recently emphasized. They car- 
ried out a most important study by biopsying the 
supraclavicular nodes lying between the subclavian 
and jugular veins as well as the internal mammary 
nodes before determining operability in patients 
who fell into the following categories: those with 
clinical axillary metastases, those with large tumors 
in the center of the breast and all those with 
tumors of the inner half and in patients with such 
extensive local disease that operability was doubt- 
ful. Thus they perform a triple biopsy, first the 
primary lesion, second the internal mammary chain 
including the second, third and first interspaces 
in that order, and third the medical supraclavicular 
area. They found metastases in both the internal 
mammary and supraclavicular areas in eight of 
thirteen cases studied and conclude that block 
removal of the internal mammary chain with 
radical mastectomy as practiced by Urban and 
Sugarbaker is not justified unless supraclavicular 
biopsy is negative and that metastases present in 
both locations indicate inoperability. 

Wangensteen has been very energetic in his ef- 
forts to extend radical mastectomy to include a 
removal of the supraclavicular, superior medi- 
astinal and internal mammary nodes. 
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It is of course too early to draw any conclusions 
until five-year results are available from clinics 
investigating large series of cases along these lines. 
However it does seem as McDonald says that if 
positive nodes are found in the first interspace 
the outlook for cure is very unfavorable even if no 
positive nodes are found in the supraclavicular 
area. 


In regard to the resection of the chest wall in 
continuity with radical mastectomy and placement 
of fascia lata into the defect as done by Urban the 
author has found it desirable for a lesion of the 
medical aspect of the breast to employ a transverse 
incision and not to mobilize the opposite breast 
toward the midline. If this is done the cosmetic 
result with an artificial breast brassiere will be 
more nearly normal. 


Palliative Therapy 


Roentgen therapy for locally inoperable lesions 
frequently gives long periods of arrest of the dis- 
ease. For movable ulcerative lesions for which 
radical mastectomy is contraindicated for other 
reasons simple mastectomy combined with roentgen 
therapy would seem to be the preferred treatment 
in order to eliminate the unpleasant effects of 


radionecrosis of the lesion. Marked relief of pain 
in osseous metastases is obtained in a high per- 
centage of cases with roentgen therapy. 


Hormone therapy is used as androgens in pa- 
tients under sixty and estrogens in patients over 
sixty years of age. Relief of pain is obtained from 
each in approximately sixty per cent of cases for 
a period of from six to eight months. The side 
effects of testosterone of hirsuitism, edema, voice 
change, and acne are less marked with stanolone 
which is given in the same dosage as testosterone 
propionate, 300 mg. a week intramuscularly. Al- 
though it may be given for five months or longer 
Adair has recommended a tén-week period of 
intramuscular testosterone propionate for a total 
dose of 3 grams followed by 60 mg. of methyl 
testosterone orally daily so long as relief is obtained. 
Estrogens are given orally as diethylstilbesterol, 
5 mg., three times daily, or ethinyl estradiol, 1 mg., 
three times daily. Withdrawal uterine bleeding oc- 
casionally occurs. 


Castration 


The beneficial effects of castration are at times 
dramatic. The results from x-ray and surgical 


castration seem to be about equally effective caus- 
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ing up to 15 per cent improvement in advanced 
cases. It should also be employed in young pa- 
tients with extensive axillary metastases. 


Adrenalectomy 


Bilateral total adrenalectomy as first reported 
by Huggins has given objective and subjective im- 
provement in a gratifying percentage of cases for 
periods up to a year or longer. Replacement ther- 
apy with cortisone orally averaging 50 mg. daily 
has proved very satisfactory. The rationale for the 
procedure is that total adrenalectomy removes all 
known extragonadal sources of sex hormone. Un- 
fortunately there are no known clinical, chemical, 
or histological criteria upon which prediction of 
response can be based. The operation is usually 
deferred until the patient has demonstrated failure 
to respond or release from favorable response to 
castration and hormone therapy. 


Summary 


Recent increased interest in carcinoma of the 
breast has derived from more careful study of 
lymph node spread to the internal mammary and 
supraclavicular areas and is causing reappraisal of 
the indications for radical mastectomy and has pro- 
vided the basis for more extensive operations. 

Increase in survival rates for radical mastectomy 
as compared with earlier years is due primarily to 
patient and physician awareness of the need for 
periodic examination. 

Early lesions may exhibit no classical signs of 
carcinoma. 


Criteria of operability should not be too rigid. 
The three recommended groups of inoperable pa- 
tients are: (1) those with distant metastases, (2) 
those with an inflammatory lesion and (3) those 
who have supraclavicular metastases. 


Radical mastectomy with postoperative x-ray 
therapy to the supraclavicular, internal mammary 
areas and chest wall for patients with axillary 
metastases is recommended for operable lesions. 


Handley’s demonstration in a series of 125 pa- 
tients of invasion of the internal mammary chain 
in 31 per cent of the patients and in 60 per cent 
of forty-eight lesions of the inner half of the 
breast has stimulated attempts at more radical sur- 
gery. Continuity resection of the chest wall to in- 
clude the internal mammary chain and the addi- 
tion of supraclavicular, mediastinal and internal 
mammary node dissections are being done. Biopsy 
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CHRONIC CYSTIC MASTITIS OF THE BREAST—MARK 


The Endocrine Management 
of Chronic Cystic Mastitis 
of the Breast 


By Jerome Mark, M. D. 
Detroit, Michigan 


HE RELATIONSHIPS between estrogen pro- 

duction and normal and abnormal stimulation 
in the body have been the subject for numerous 
investigations. 

The elucidation of the metabolism of sex endo- 
crine steroids has been intensively studied.* Pre- 
vious observations have indicated that synthetic 
and naturally occurring estrogens are inactivated 
in vitro by the liver** and ketohydroxy estratriene 
was inactivated in a heart-lung-liver perfusion 
system, but not in a heart-lung system.”° 

In 1939 we devised a suitable technique for 
studying these problems in the intact animal.” 
When a pellet of estrone, estradiol or estradiol 
benzoate is placed in the spleen of a castrate rat; 
the steroid of necessity passes first through the 
liver before entering the systemic circulation. 
There is no demonstrable estrogenic effect, nor 
androgenic effect when using pellets of testosterone 


compounds in the spleen. Livers of male and 


female rats inactivate estrogens and androgens. 


Transplantation of the spleen subcutaneously 
with steroid pellet in situ, followed by ligation of 
the splenic pedicle after establishing collateral cir- 
culation, allowed return of the specific steroid 
effects. Many subsequent reports have confirmed 
this evidence of the ability of the liver to destroy 
estrogens and androgens.”%?*:3°:33 (Table I.) 

There have been many reports of hepatic lesions 
produced by nutritional deficiencies.1%?12?-2728 

We have previously reported effects produced 
by long-term stimulation of male and female rats 
with various sex endocrine steroids.2* Biskind™ 
found that castrate female rats with pellets of 
€strone in their spleens remained anaestrous 
when on a normal diet, but went into continuous 
estrus when the diet was depleted in the B complex 
vitamins. The addition of brewer’s yeast or a 
mixture of crystalline thiamine riboflavin, pyroxi- 
dine and calcium pantothenate to the diet, re- 
stored the anestrous state. Depletion of the vita- 
mins again led to continuous estrus. The inactiva- 


-___ 


Pres nted at the International College of Surgeons 
meetine. Madrid, Spain, May, 1952. 
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TABLE I. CASTRATE FEMALE RATS 








QD i 
LIVER =} oe Sheasalcale 
Splenic Ligate and 
Vessels divide 
pedicle 





Spleen with 


—T pellet in 
Peritoneum Skin situ. 





1. Subcutaneous pellets of estrogen produce estrus. 
2. Implantation of estrogen pellet in spleen: anaestrous. 


3. Estrogen pellet in subcutaneous spleen with collateral circulation 
and divided pedicle: Return of estrous. 





tion mechanism in the liver bears no necessary 
relation to detectable morphologic changes, since 
impairment of this mechanism took place in livers 
appearing normal histologically, and: inactivation 
occurs in livers with necrosis and fat infiltra- 
tion.*©7%1118 Acute experiments in the rat show 
that thiamine and riboflavin alone of the B vita- 
min complex are adequate for hepatic destruc- 
tion of estrogen.?**%? Methionine also seems 
essential.?°»33 

Androgens, however, are readily inactivated by 
the vitamin B deficient liver. Therefore, an altera- 
tion of the estrogen-androgen mechanism may give 
rise to certain nutritional deficiency syndromes 
when this balance is altered.%1%1? 

R. T. Frank showed the relationship of certain 
types of uterine bleeding, premenstrual tension 
and chronic cystic mastitis to excessive amounts 
of estrogens, *4:15:1617,18 

There have been reports on the relation of 
estrogen to the menstrual cycle and to liver func- 
tion which show that with increase in amount of 
body estrogen either cyclically during the inter- 
menstruum or in the latter part of pregnancy, 
there may be a drop in liver function.**** Delay 
of postpartum uterine involution, cystic mastitis 
and premenstrual tension occurs as a result of 
impairment of hepatic function with the asso- 
ciated increase in body estrogen.* 

In summary, the impairment of estrogen inac- 
tivation by the liver results in retention of estrogen 
with alterations in the estrogen-androgen equilib- 
rium. The clinical evidences of excess estrogen 
in the female are menometrorrhagia, premen- 
strual tension, cyclic painful breast enlargement 
and chronic cystic mastitis. In the male: testic- 
ular softening and atrophy, diminished libido 
and impotence, and gynecomastia. This latter 
condition has been reported to be quite common 
among the troops in the Pacific, who as prisoners, 
had very poor diets. The condition responded to 
dietary treatment. 

In the same way, one postulates the develop- 
ments in chronic cystic mastitis, of continuous 
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CHRONIC CYSTIC MASTITIS OF THE BREAST—MARK 


TABLE II. 








No. Complaints and Findings 


Treatment 
Begun 


Results 





1(FC) 
2(VD) 


3(FG) 
4(VH) 


5(MH) 


6(EH) 
7(MH) 


Painful breasts, diffuse bilateral 


disease. 
Solitary tender nodule R. breast. 
Biopsy. 
Painful tumor L. breast. Biopsy. 
Excision cyst breast °48, 
painful new cyst L. breast ’50. 
Diffuse severe cystic mast., 
bilateral cyst L. breast. 
Aching, diffuse mild changes. 
Biopsy for bleeding L. nipple 
7-11-50. Bilateral cystic dis- 


ease. 

7-23-49 Aching both breasts for 
two yrs. Bilateral disease. 

Painful lump L. breast. Biopsy 
11-5-51 Mastitis. 

Fibrocystic disease painful. Bi- 
opsy of nodule L. breast 4-9-48. 

Diffuse disease both breasts. 
Painful 10-24-47. 

Painful masses L. breast 4-6-51. 


8(EK) 
9(EM) 
« 10(VP) 
11(CB) 
12(AY) 

















10-14-49 
5- 3-49 


7- 3-50 
5-12-50 


3-10-49 
11-25-49 
7-12-50 


8- 8-49 


11-4-49 breasts softer, no pain; 11-25-49 soft, no pain; 2-1-52 
1%cm nodule L. breast, no pain. 

Re-exam. ’49, 50, ’51, ’52, no nodules, no pain. Recurrence of 
nodule upper quadrant right breast. 

Re-exam. ’50, ’51. Improved, no pain, or nodule. 

Observation for 6 mo., marked improvement. 


Decrease of pain and nodularity. 2-25-52 Re-exam. Pain be 
fore periods. Responded to treatment. 

12-7-49 still lumpy; 1-11-50 improved. 

Treatment, Vitamin B and Liver. Re-exam. 3-1-52 improved, 


Vitamin B and Liver. Re-exam. ’49, ’51, and last 2-16-52. No 
complaint. Normal breasts on palpation. 

Vitamin B and Liver. Breasts negative on exam. Rx used only 
for pain. 2-23-52 Re-exam. 

Vitamin B and Liver. Exam. 3-1-52 normal. Asymptomatic 


5-51 
1-49 
1-49 | Vitamin B and Liver. Complete relief in three weeks. 


6-51 | Vitamin B and Liver. Complete relief. 








cyclic stimulation of the breasts for many years 
which leads to localized hyperplasia of the glands 
and ducts, associated with irregular scarring or 
increase of fibrous tissue. These, too, may undergo 
malignant changes. A study by Ayer reports on 
the relation of thiamine deficiency, high estrogen 
and uterine cancer.’ 

I am reporting a series of women with chronic 
cystic mastitis of the breasts who were treated 
on the basis of these observations, with large doses 
of vitamin B complex and liver. The doses pre- 
scribed were one tablet vitamin B complex* three 
times daily, and one tablet of liver concentratet 
or twelve brewer’s yeast tablets divided throughout 
the day. In addition, the patients were placed on 
a diet high in vitamin B and liver. 


Treatment at first was intensive for two to three 
months with recurrence of pain in many cases 
after discontinuing the therapy. Relief occurred 
promptly (three to four weeks) with resumption 
of therapy. Diet too must be closely supervised. 
None of these patients have developed breast 
malignancies while under my observation. Biopsy 
should be done in cases of suspicious solitary 
nodules and subsequently an occasional suspicious 
area in the breast may warrant biopsy (Table II). 

This diagnostic procedure should not, therefore, 
alter the basic concept of the causative factors in 
the production of this disease. Malignancy can, 


*Combex Kapseals (Parke Davis); Vit. B: (thiamin 
hydrochloride) 10 mg. Vit. Bz. (G) (riboflavin) 10 mg., 
Pantothenic acid (sod. salt) 3 mg. Nicotinamide 10 mg., 
liver concentrate N.F. 0.19 gm., liver fraction #2 N.F. 
0.19 gm. 

+Livibron Kapseal (Parke Davis); Liver concentrate 
equiv. to 2.5 gms. fresh liver, Vit. B: 1.25 mg., Vit. B: 


0.5 mg., Ferrous sulfate 3 gr., Manganese citrate (sol) 
1/16 gr. 
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of course, occur in these breasts in slightly greater 
frequency than in normal breasts, but we do not 
feel that surgery of any other kind is indicated 
in the management of diffuse cystic mastitis. The 
isolated nodule in the breast is, by and large, 
cause for greater concern in differential diagnosis. 

Frank'® does not concur with Lewis and 
Geshickter’s use of estrogens in chronic cystic 
mastitis. One is not only forced to conclude that 
estrogens are not the treatment of choice, but they 
may be exceedingly hazardous. 


Summary 

The experimental background has been sketched 
which shows that the liver inactivates estrogens 
and androgens; that the vitamin B deficient liver 
will not inactivate the physiological effects of 
estrogens but continues to inactivate the androgens. 
Therefore, the estrogen-androgen equilibrium in 
the body is altered by nutritional deficiency which 
impairs the liver’s ability to destroy estrogens. 

A number of conditions can result from this 
imbalance and can readily be corrected by adher- 
ence to a regime which maintains large doses of 

' liver and vitamin B compounds and a vitamin B 
and liver rich diet. 

A series of cases of chronic cystic mastitis who 
have responded to this type of management is 
reported. 

It is suggested that this regime is important 
enough to warrant its inclusion in the therapy of 
this and related conditions since accumulating 
experimental evidence makes it seem probable that 
continued accumulation of excess estrogens in the 
human body over a long period of time may be a 
responsible etiological factor in the production of 
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neoplastic changes in the breast, cervix and 
uterus. 

Certainly because of the use and abuse of estro- 
genic substances in patients with endocrine abnor- 
malities, one should take cognizance of the known 
facts about possible failure of inactivation of these 
hormones under certain situations of vitamin B 
deficiency or liver disease. 
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EARLIER DIAGNOSIS OF GASTRIC CANCER 





(Continued from Page 398) 


With full respect for the improvements in the 


techniques of surgery and its allies, the hope for 
significant improvement in the salvage rate from 
this disease rests with its earlier recognition. 
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RADIOACTIVE ISOTOPES—HOLLY ET AL 


The Use of Radioactive 
Isotopes in Diagnosis and 
Treatment of Neoplasms 


By L. E. Holly, M.D., R. W. Emerick, M.D., 
A. H., Joistad, Jr.,. M.D 


Muskegon, Michigan 


se eae isotopes have been available for 
research purposes for approximately twenty- 
five years but until the advent of the nuclear re- 
actor the isotopes were few in number and even 
less in quantity. Despite these handicaps, sufficient 
basic work was accomplished by numerous inves- 
tigators to the end that when isotopes became 
available in reasonable quantities through the 
auspices of the Atomic Energy Commission it was 
possible to put them to clinical use. 
In selection of a radioactive isotope for either 
diagnostic or therapeutic purposes, there are three 
general points to be considered. 


A. The energy release of the radioactive atom 
when it disintegrates must be of such an order that 
it is effective therapeutically or, if used for diag- 
nostic purposes, can be measured outside of the 
body by a Geiger-Mueller counter. 

The break-down of a radioactive atom may re- 
sult in release, either alone or in combination ot 
alpha particles, beta particles or gamma rays. The 
alpha particles are relatively large with a very 
short range in tissue or air and do not penetrate 
beyond the skin. Hence these are of little clinical 
value. Beta particles are more penetrating and 
those of high energy as well as the gamma rays 
may be detected externally. 


B. The rate of disintegration of the radioactive 
isotope must be within reasonable limits. 

Some radioactive isotopes disintegrate so rapidly 
that their half-life is measured only in minutes 
or seconds. Obviously they are of limited practical 
use. On the other extreme, some disintegrate so 
slowly that amounts used for diagnosis or treat- 
ment subject the body to irradiation which, over 
a long period of time, exceeds tolerance limits. 


C. The radioactive isotope must be utilized by 
the body in such a manner that the desired diag- 
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nostic information may be obtained or a limited 
area subjected to internal irradiation. 


For these reasons the number of radioactive iso- 
topes suitable for clinical use at this time is lim- 
ited. In the future considerable increase may be 
expected as development of isotope-labelled com- 
pounds progresses and as more elements become 
available. 

Radioactive phosphorus (P**) has been used 
successfully in the treatment of polycythemia vera 
inasmuch as it selectively concentrates in bone 
marrow, liver, spleen and lymph nodes. Use of 
this radioactive isotope in leukemia, lymphosarco- 
ma and Hodgkin’s Disease has not shown any ad- 
vantage over conventional radiation therapy al- 
though it may be used as an adjunct. Concentra- 
tion of P*? in neoplasms may range from two to 
five times that attained in similar normal tissue 
and while this is insufficient for effective irradi- 
ation therapy, it does allow for differential diag- 
nosis of benign and malignant tumors and for 
localization of neoplasms. It is used for localiza- 
tion of breast, brain, retro-orbital and testicular 
neoplasms and for differential diagnosis of medi- 
astinal masses. P*? has no gamma radiation and 
has a short beta particle range. These character- 
istics make it available as a source of local irradi- 
ation of skin cancers, hemangiomas, hyperkeratoses 
and verrucae. 

Radioactive iodine (I'*') is one of the most use- 
ful isotopes. It emits both beta particles which 
provide a good local irradiation effect and gamma 
rays which allow external localization and quanti- 
tative determination with a Geiger-Mueller coun- 
ter. Iodine’! is used in tracer quantities to de- 
termine thyroid function and in larger amounts for 
treatment of hyperthyroidism. It is useful in pre- 
operative diagnosis of thyroid carcinoma and in 
localization of metastases. Following surgical re- 
moval of the primary cancer of the thyroid, radio- 
active iodine may be used for treatment of metas- 
tases having follicular, alveolar, or papillary fol- 
licular architecture. Hiirthle, papillary, squamous, 
and anaplastic types of carcinoma do not con- 
centrate iodine well. 

After inactivation of functioning thyroid tissue 
by anti-thyroid drugs, surgery or irradiation the 
metastases may assume function and develop 4 
good iodine up-take. Under these circumstances, 
radioactive iodine is useful as a palliative meas- 
ure. It is also of value in cases of thyroid neoplasm 
where definitive treatment cannot be used. 
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When radiactive iodine, as diiodofluorescein or 
jodinated human serum albumin, is injected in- 
travenously it crosses the blood brain barrier at 
points of damage due to brain tumor tissue and 
enables external localization of an intracranial 
neoplasm. This is a useful adjunct for localization 
at surgery. 

Radioactive iodine is also of value in diagnosis 
of mediastinal masses, especially when used with 
radioactive phosphorus to differentiate neoplasms 
of the lymphoid system from retrosternal thyroids. 


Radioactive gold in colloidal form is used to 
control pleural or peritoneal effusions caused by 
metastatic carcinoma. It will destroy free cancer 
cells in the effusion but has little effect on the 
larger implants. Its effect apparently is due to 
fibrosis of the endothelial areas. Radioactive gold 
colloid is also used interstitially for treatment of 
advanced carcinoma of the prostate. Solid radio- 
gold has been suggested as a replacement. for 
radon seeds but as yet this is not economically 
feasible. 


Radioactive cobalt (Co®) is an excellent source 
of gamma radiation and may be used in place of 
radium for interstitial and intra-cavitary irradia- 
tion. Its radiation is equivalent to that of a 2.5 
or 3 million peak voltage x-ray machine and for 
this reason cobalt irradiators have been developed 
for super voltage x-ray therapy. Several of these 
are now in use and aside from economic factors 
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such as decrease in space requirement and expense 
of installation and operation, have little apparent 
advantage over super-voltage x-ray machines. 

As yet no good selective radioactive element or 
compound has been discovered for treatment of 
bone tumors. Radioactive phosphorus is relatively 
non-specific, radioactive gallium is toxic and has 
a short half-life. As yet radioactive yttrium, al- 
though a “bone seeker,” has not been shown to 
have specific localization in neoplastic tissue. With 
continuing research in this field there is no doubt 
that a suitable “tagged” compound or element 
will be forthcoming. 

Boron concentrates in certain brain tumors, espe- 
cially glioblastoma multiforme. This fact combined 
with the ready capture of thermal neutrons by 
boron has placed the isotope factories—the nuclear 
reactors—into the field of therapy. Inasmuch as 
a Closely available reactor is required it is doubt- 
ful if this will assume general use for some little 
time. 

During the period that radioactive isotopes have 
been readily available, their use in diagnosis and 
treatment has become firmly established. In the 
future, with development of new “tagged” com- 
pounds, their value will undoubtedly increase. To 
enable the full utilization of this new clinical tool 
it is necessary to establish adequate isotope labora- 
tories not only in large teaching institutions but also 
in the smaller hospitals serving lesser concentra- 
tions of the population. 
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ABDOMINAL CRIPPLE—GREEN 


Rehabilitation of the 
Abdominal Cripple 


By W. L. Green, M.D. 
Kalamazoo, Michigan 


ERHAPS THE GREATEST forward move- 
ment in medicine in the past decade has been 
in the field of rehabilitation. While much atten- 
tion has been directed toward the salvaging of war 
and civilian casualties, it is timely to point out 
that very little has been done to aid the hundreds 
of unfortunate cripples who are the direct result of 
repeated abdominal surgery. 

That these patients are truly cripples can be 
attested by anyone who has ever seen one of these 
thin, emaciated, constipated, apprehensive persons 
who is afraid to eat too much, or afraid to miss 
his dose of laxative lest he bring on another attack 
of grinding abdominal pain, obstruction and 
another operation. These people are haunted by 
the constant fear of more surgery. 

Certainly the profession can point with pride 
to the work of such men as Rusk, Covalt, Kessler 
and others, in the rehabilitation of war-torn 
bodies, paraplegics, amputees, et cetera, but at the 
same time the number of these patients is actually 
small when compared with the almost countless in- 
testinal and abdominal wall cripples resulting from 
repeated operations. Many of these are the direct 
result of the very operation designed to help, 
namely, the simple lysis of adhesions. 

Covalt, Cooper, Hoen and Rusk in a recent 
article in the Journal of the American Medical 
Association point out that in the last four years 
at their Institute of Physical Medicine and Re- 
habilitation at New York University Bellevue 
Medical Center, more than 400 paraplegic patients 
have been hospitalized. This, of course, does not 
mean that a great many other patients have not 
been presented for rehabilitation, but it does help 
to point out the very insignificant number of these 
patients when compared with those subjected to 
various kinds of abdominal surgery. 

A recent check of one of our local hospitals of 
only 240 beds, shows that last year 1,108 abdominal 


operations were done. Over a four-year-period 


Dr. Green is visiting surgeon to the Bronson Methodist 
and Borgess Hospital, Kalamazoo, Michigan. 
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comparable to the New York study the figure is 
4,165. If only a small percentage of this group 
returned for surgery, the figure would be interest- 
ing and not a little frightening because it is a 
well-known fact that not all adhesions are lysed 
or even reported at second operations supposedly 
done for other pathology. 

With the aid of more and more antibiotics, 
better anesthesia, better nursing care and more 
adequate equipment of every kind, men are losing 
their fear of abdominal surgery and it is not un- 
common to find those with little or no training 
attempting all types of major abdominal work. 
It is true that most of these patients do survive, 
but little has been written about the appalling 
aftermath of abdominal surgery. As I have 
pointed out in a previous paper, very few present- 
day surgeons pay any attention to the causative 
factors of intraabdominal adhesions and as a result 
more and more are being created every day in 
our hospitals. 

Every operating room supervisor is familiar with 
the usual routine of steep Trendelenberg position- 
ing, hot gauze sponges, huge self-retaining re- 
tractors, rough handling, inadequate hemostasis, 
drying exposure, et cetera, all of which along with 
the ever-present danger of infection, add up to 
disaster in the form of postoperative adhesions. 

It is not uncommon to learn of as many as 
eight or nine abdominal operations on the same 
patient, all but the first being done for the relief 
of adhesions. I have recently operated on two 
cases, one of them had five previous major opera- 
tions, and the other seven. Each had a story of 
repeated obstruction. 

With this background it becomes pertinent to 
review the actual facts regarding intestinal ad- 
hesions and what can be done about them. First 
it is imperative that every surgeon be made aware 
of the injury he may unwittingly inflict while 
doing abdominal surgery, and secondly, every man 
must know how to meet this problem when he 
is confronted with it at a later operation. 

As long ago as 1917, while in the military serv- 
ice, Dr. T. B. Noble, Jr., Indianapolis, became 
interested in the problem of perforating gunshot 
wounds of the intestine and noted that most of 
these cases died whether they underwent surgery 
or not. At autopsy, he noted that there was “tre- 
mendous segmental intestinal distention due to 
multiple obstruction and widespread destruction 
of the peritoneum.” The erroneous idea at that 
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time, and still widely prevalent, was that in the 
face of spreading peritonitis, nothing should be 
done and that abscesses formed during the course 
of acute intra-abdominal infection could not be 


In discussing the subject of intestinal adhesions, 
it is hardly necessary to review the pathology in- 
volved, but suffice it to say that in spite of every 
modern procedure and medication yet devised, ad- 






























































Diagram 1] Diagram 2 Diagram 3 












Fig. 1. The single unit of plication is the basis for all plication. Multiple plications are simply single units 
added to others. In Diagram 1, it will be seen that any loop or section of small bowel may be picked up and 
folded. As this is done the mesentery will fold, of course. A point, A, is taken at the end of this mesenteric folding, 
and this for our purpose may be taken as the surgical root of the mesentery, although it is not the anatomical 
base or root of the mesentery. At point A, if a suture is started, there will be no cavity left open for some other 
part of the bowel to enter or become caught. This point is chosen for this purpose alone, and will be called the 
point at the root of the mesentery with this understanding. A running suture unites lines or folds of the mesentery 
arbitrarily chosen from point A to the intestine, lines AC and AD in the diagram. These, when brought together, 
will close the mesentery completely. The suture is carried on down the intestine to the apex of the chosen wing, 
point B, or unit of plication. As shown, this may be closed tightly or left not quite tightly closed. Diagram 2 shows two 
single units combined into a three wing plication. Obviously points A are alternately on opposite side of the 
mesentery. Diagram 3 shows a multiple plication which can be carried the full length of the small bowel.5 From 


Noble: The Treatment of Peritonitis and Its Aftermath. Published by A. V. Grindle, Indianapolis, Indiana, 
1945, 












molested or drained. 

In 1920, Dr. Noble devised his operation of 
intestinal plication and in 1933, while first 
working with him, it came to my attention. Since 
that date working both with Dr. Noble and alone, 
[have had the opportunity to see and do several 
hundred of these operations which is the only 
one yet devised to offer any hope to these hapless 
individuals who have the misfortune to have re- 
current intestinal adhesions. 

Although Dr. Noble has written extensively on 
the subject, and I and some of his students have 
wed the procedure successfully for twenty years, 
it is only recently that any real notice has been 
given to the operation. In the January, 1953, 
issue of The American Surgeon there is a splendid 
Paper on the Noble Plication procedure as used in 
forty-seven cases in the Department of Surgery 
at the University of Texas. Their experience has 
been uniformly good. 


hesions do occur and re-occur following lysis, so 
that these patients become more and more dis- 
abled as time goes on. Finally they become 
obstructed, completely, and again 
present themselves for surgery. They are by now 
abdominal cripples and definite subjects for re- 
habilitation. Hardly a day passes in our hospitals 
that a case or two is not scheduled “Lysis of 
Adhesions,” yet no mention is ever made of any 
procedure for the prevention of the recurrence 
of this disabling condition nor of any plan for 
the rehabilitation of the abdominal musculature 
which is so badly disabled many times by repeated 
incisions. 


sometimes 














The Noble Plication operation offers the only 
means of rehabilitating these abdominal cripples. 
The procedure is simple and while it does not nor 
cannot prevent the recurrence of adhesions, it 
does very definitely change the picture of uncon- 
trolled to controlled adhesions. In other words, the : 









APRIL, 1954 





425 


ABDOMINAL CRIPPLE—GREEN 


bowel injured and denuded of its peritoneum can- 
not be prevented from adhering to an adjacent 
loop, but it can be made to adhere where and in 
the position the operator wishes, thus preventing 
further obstruction. 


The operation consists of suturing the mesentery 
of the selected loop of bowel with a continuous 
fine catgut suture beginning at the base of the 
mesentery and continuing outward to the bowel. 
At the mesenteric border the suture can be con- 
tinued in any fashion in order to cover the raw 
areas. It may be continued along the border or 
higher along the gut itself in a manner to approxi- 
mate the loop in a single wing plication. If the 
single wing plication is not sufficient to com- 
pletely cover the denuded bowel and further 
suturing is necessary, the plication can be con- 
tinued in the form of multiple wing plications, 
folding the bowel back and forth as indicated in 
the accompanying illustrations. 


Poth, Lewis and Wolma have included this 
clarifying description of the procedure in their 
recent paper. “The mesentery of a selected loop 
of bowel is sutured with a continuous fine plain 
catgut beginning at the base of the mesentery and 
continuing outward to the bowel. At this point 
the suture is tied in continuity and the stitch is 
continued to appose the bowel of the two limbs 
to form a unit wing of the plication. It makes no 
difference whether the suture is placed near the 
mesenteric border of the bowel 
mesenteric surface.” 


I have found that the length of the wing which 
may be multiplied ad infinitum by folding another 
length of bowel alongside varies with the length 
of the mesentery. No definite rule can be estab- 
lished to determine the length of these loops. 
They must, however, be placed in such a manner 
that the point of flexion of the bowel is first at 
one end and then at the other end of the multiple 
plication. From a few inches to the entire length 
of the small bowel may be treated in this fashion 
depending on the need. 


or near its anti 


Since it is not the purpose of this paper to 
point out the uses of the operation in acute phases 
of peritonitis where it has been used very success- 
fully, but rather to show its use in recurrent ad- 
hesions with obstruction, it becomes apparent that 
the most important phase of the operation is that 
of freeing the existing adhesions. For this opera- 
tion we are assuming the absence of acute infection 
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and thus the loops of bowel bound down by dense 
adhesions must be freed. In this part of the 
operation, I have found the use of a large pair of 
Mayo-Noble scissors to be an invaluable aid. With 
a little experience one can cut tissue paper thin 
adhesions with the blunted ends of the scissors 
without wounding the bowel. Once all the ad- 
hesions have been freed, the difficult part of the 
operation is over and the plication then can be 
carried out with comparative ease. 

For those unfamiliar with the operation it is 
well to point out that the most potentially 
dangerous partial obstructions are those fixed to 
the root of the mesentery or to the rigid pelvic 
structures. Those in which the bowel adheres to 
an adjacent loop often take the form of natural 
wings of plication and many times these need not 
be disturbed. They are very infrequently the site 
of acute obstruction. In fact in my experience it 
is rare to find obstruction between loops of bowel 
which are free lying and not adherent to rigid 
pelvic structures or the abdominal wall. 


Summary 


1. The Noble Plication operation offers a solu- 
tion to the problem of recurrent intestinal ad- 
hesions with bowel obstruction. It offers a positive 
means of controlling adhesions and rehabilitating 
the abdominal cripples who are so often seen 
following repeated abdominal operations. 

2. The operation is not a difficult one and 
should be included in the armamentarium of 
every qualified general surgeon. 
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Medical Maxims of an 
Internist 


By Frederick Stenn, M.D. 
Chicago, Illinois 


VERY PHYSICIAN who has enjoyed a 

quarter or half century of active practice sees 
about the same things and reaches nearly the same 
conclusions. These constitute the bedrock of 
medicine learned and relearned from error and 
misfortune since the time of Imhotep. They are 
textbooks that fit into the vest pocket and at the 
same time serve as tiny beacons to light the way. 


Personal 


Fame, wealth and power, few of us will achieve, 
but the profound respect of those whom we serve 
is more than adequate reward. 

The medical meeting serves as a grindstone that 
keeps our wits sharp, fresh and alert. 

The spoken word is equivalent in importance to 
the signature on a check. When given to the 
patient or fellow physician, it must be kept. 

Haste is as guilty as overcaution in filling our 
cemeteries. 

Recreation is the gyroscope that stabilizes the 
mind in its course through the angry seas of prac- 
tice. 

Less emphasis on tools, more on experience and 
judgment. 

He who is bored with practice need but put his 
personal interest secondary to that of his patients. 

When the patient dies, an unforgettable lesson 
is learned. The medical care of each case is to be 
carefully scrutinized before the death certificate 
is signed. 


Treatment 


Humility is a golden virtue, a potent therapeutic 
force. 

Hope is the single thread that supports the ill 
patient—it is never to be severed. 

If a patient falls out of bed after morphine, 
don’t blame the nurse. 

Medicines may be alarming poisons even if very 
dilute. The cautious physician reflects over their 
harmful as well as their wholesome effects. 

The welfare of the patient is foremost. 
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When the physician has not seen the patient, 
telephone therapeutics becomes hazardous. 

No morphine unless the diagnosis is clear. 

Morphine puts three to sleep; patient, nurse and 
doctor, but awakens the undertaker. 

The dose of a medicine is better less than more. 

The kind, reassuring word of the physician is 
the fuel that keeps the spirit of an ill patient 
burning. 

Don’t hesitate to seek wise counsel; less haste, 
more thought. 

A patient obtains most comfort from the ex- 
pression of his thoughts. 

Weighing facts at hand and impressions against 
a long accumulated personal experience, with the 
specific benefit solely for the patient—this is 
judgment. 


Diagnosis 


A diagnosis can be made at a single sitting but 
whether it takes a week, a year or even many years, 
TIME becomes the great diagnostician. 

The genuine physician brings his bedside prob- 
lems into the laboratory. 

To give a differential diagnosis to an intelligent 
patient or his relatives is good medicine. To out- 
line all possibilities of the course of an illness is 
also good medicine. 

The adult patient seldom lies, a child almost 
never. 

Diagnosis is the product only of a carefully 
reflected and comprehensive differential diagnosis. 

If no diagnosis, return to the bedside often; sit 
at the patient’s side and attentively watch the 
symptoms and signs, an hour, a day, or week, if 
need be. 

It is a mistake to assume that the presenting 
symptom is the symptom originating alone from 
the basic disease. Such a symptom may be an 
embarrassing decoy. 

No laboratory study can replace the time- 
honored thorough history and physical examina- 
tion. 

Is there any sound reason why medical men 
abhor the knife in assisting them in a diagnosis? 
Is an abdominal exploration less of a diagnostic 
procedure than a proctoscopy? 

That treatment which is based on a solid diag- 
nosis alone is most likely to be fruitful. 

Intuitive diagnosis is primitive medicine. 

The patient should be obliged to pay more for 
diagnosis than for therapy. 
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No therapy without a diagnosis and no diagnosis 
without a differential diagnosis. 

Notes taken at the bedside in the home are 
an asset to the thorough physician. 

The physician who attends a patient is a sentinel 
who watches the town. He cannot afford to sleep 
while on duty. Especially is this true in diabetic 
coma, where changes that occur in other diseases 
in one year, here occur in minutes. 

A surprise awaits the clinician who observes his 
nude patient walk. 

Let history taking be no less meticulous than 
the physical examination; about one hour for each. 
Of the history, half should be concerned with the 
emotional and mental. 

Wise is he who obtains the history first from the 
patient and then from his relatives and friends, 
and lastly from the doctors who have previously 
given care. 

To examine the chest thorough a slit in the 
shirt or the abdomen through a peephole in the 
waist is a crass affront to Laennec, to Auen- 
bruggher, to Sydenham and to Hippocrates. 

There are two occasions that demand nudity: 
the bath-tub and the doctor’s examining table. 


Autopsy 

The physician can be satisfied with his diagnosis 
and content with his therapy only when the 
former is confirmed on the post-mortem table. 

The physician’s duty ends not with the death 
of his patient, but with the autopsy. 

Consent for the post-mortem examination is 
obtained with the same determination as consent 
for a surgical operation; in the latter case the 
patient directly benefits; in the former, the 
physician. 

Ethics 

There is no room in medicine for an unkind 

accusation against a fellow practitioner. 


Conduct 


Participation in the post-mortem room, the 
pathologic and psychiatric conferences, the post- 


graduate courses and the experimental laboratory, 
the teaching of students and young physicians, the 
announcement of experiences by voice or by pen; 
a sound knowledge of past medicine as well as a 
thorough knowledge of the present; activity in 
community, church and political affairs, an ardent 
curiosity in cultural endeavors, pursuit of a per- 
sonal hobby or recreative outlet, and constant 
devotion to his wife and children; these constitute 
the duties of an ideal physician. 


Miscellaneous 


That patient who weeps as he describes pain 
over the precordium is neurotic. 

If a patient complains of a symptom or a group 
of symptoms referable to any organ over many 
years, that organ will eventually break down. 

The very first symptom of a given complaint 
may be the most important. If, for example, 
epigastric pain, nausea and vomiting are preceded 
by headache, the latter is the cardinal symptom 
and is an expression of cerebral disturbance. 

Vegetable life begins when the human spirit 
ends. 

How frequent it is for husband or wife to follow 
his marriage partner to the gates of death with 
only a little space of time intervening! 

When the patient has abruptly discharged his 
doctor, the doctor has not properly discharged his 
duties. 

Face your blunders fearlessly. 

The mature physician is never in a hurry, be it 
at bedside, consultation room, or operating room. 

Patients teach good medicine to doctors eager 
to learn. 


Conclusions 
With the penetrating reflections of a philosopher, 
with the thorough planning of an architect, with 
the decisiveness of a general, with the tranquility 
of a priest, with the practical sense of a farmer, 
the physician is a unique individual forever 
tampering with the secrets of God. 


1853 W. Polk St. 





Adenocarcinomas, mixed salivary tissue tumors, and 
melanosarcomas are radioresistant and should be surgi- 
cally excised. ee e¢ e@ 


The five-year nonrecurrence reports of carcinoma of 
the tongue and floor of the mouth from larger clinics 
has been about 20 to 30 per cent. 
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The choice of treatment of intraoral malignant disease 
depends on the location of the tumor, its size, extent, his- 
tological classification, the age and general physical con- 
dition of the patient, lymph node involvement, and 
whether the treatment is to be curative or palliative. 
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A Sword Against Cancer 


April is Cancer Month. It is a period when Doctors 
of Medicine promote, with more intensity than usual, 
the value of periodic health examinations in physicians’ 
offices in the fight against cancer. It is a time when 
the public is made more conscious, by physicians and 
cancer control groups, of the seven cancer danger sig- 
nals, of the need for semi-annual chest x-rays (especial- 
ly in men over forty-five) in the war against lung can- 
cer. April gives the opportunity to organize discussion 
groups and to hold panels on specific cancer problems 
in general practice, radiology, and surgery. These thirty 
days must set the pace for the other eleven months in 
acquainting people with the seven cancer danger sig- 
nals. -April is the time to increase cancer consciousness 
not only among the laity but among dentists and nurses 
who carry education to the people as M.D.’s do. This 
month the slogan, “Every Doctor’s Office a Cancer 
Detection Center,” must be crystallized so that it re- 
mains a reality for the entire year. This is the month 
when every county medical society must hold a scien- 
tific cancer program. 


One great encouraging factor in Mivhigan’s fight 
against cancer is the recent creation of the Michigan 
Cancer Co-ordinating Committee. This group is repre- 
sentative of six organizations interested in cancer con- 
trol. In its several meetings to date, this committee 
has analyzed the situation, reviewed the several prob- 
lems involved in cancer control in this state, and sug- 
gested the responsibility of each member-agency in the 
attack of each problem. The separated problems are: 
lay education, professional education, diagnosis and 
treatment, research, organization and campaign. To 
these may be added statistics, an annual financial report, 
and plans for the year ahead. We are encouraged with 
the formation of this very active cooperative committee. 
We believe that the fight against cancer will be highly 
stimulated with the advent of this six-pronged fighter in 
the field. We commend the Michigan Cancer Coor- 
dinating Committee and its efforts to your favorable 
consideration. We invite your help when this Commit- 
tee calls upon you for advice and tangible support. 


Every member of the Michigan State Medical Society 
can do something, day in and day out, to promote can- 
cer control. Do your share of the work, especially when 
called upon by the newly formed MCCC, to the end 
that cancer’s forward march of the last two decades is 


stopped. 


a: ly). Vfule 


President, Michigan State Medical Society 
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SOCIAL SECURITY 


HE MEDICAL profession must be interested 

in Social Security and what it will do to us. 
The first steps in this national philosophy came al- 
most twenty years ago. The people were told that 
provision must be made for the future well-being 
of the underpaid working persons who, by the na- 
ture of things, could not provide for their own old 
age. At the same time, the whole nation was 
given a lesson in finance and economics which 
was a new concept. One could use his money as 
he earned it because Government would provide 
for his old age. 

The nation was told the expense of the new pro- 
gram would not be too high, and would never be 
a burden. Why we were sold on that canard is 
a mystery. Many of us remembered the time a 
constitutional amendment was proposed allowing 
the federal government to issue a graduated income 
tax. Only a small amount—actually negligible— 
was asked, and there would be abundant money 
for the necessary governmental function. The tax 
would never become a burden. The tax has now 
reached a maximum of 91 per cent. We submit 
that it is a burden. 

Why this reminiscing? Until now, the medical 
profession, and some others, by choice have stayed 
out of Social Security. We believed it to be not 
economically sound for our purposes. However, 
the President has asked its extension to cover 
all the self-employed. And the bill is likely to 
pass. 

After twenty years of fighting, we are now faced 
with a practically accomplished fact. The plan 
has been used so long it cannot be abolished, 
even though it still has serious defects. The amount 
now being collected is 4 per cent of income, up 
to a certain income limit (now $3,600). Congress 
can increase that limit and is now considering 
making it $4,200. The amount paid is scheduled 
to reach 6 per cent soon, 3 per cent from the 
employee and 3 per cent from the employer. Split- 
ting that tax was shrewd because the worker who 
is supposed to be the person to benefit, does not 
realize how much he is actually paying. What is 
to hinder Congress from making the income limit 
$10,000 or $20,000, or, as in the new Michigan 
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}usiness tax, the complete gross income? As for 
the top limit, there actually is none. 

This is a very unfair law. It provides “insur- 
ance” against old age and survivors’ needs. Gov- 
ernment calls it “insurance,” but government does 
what no insurance company in existence can do. 
It takes away the benefits if, by chance or necessity, 
the aging person continues working and earns as 
much as $75 per month. This is unjust and un- 
fair. Government profits from the work the old 
person does, government collects taxes from that 
work and from its products, and then takes away 
the old person’s just benefits. We believe this re- 
striction should be removed forthwith. It is in- 
excusable, and bad for morale. Some older people 
who work through necessity, do not dare accept a 
check for payment. They are afraid the check 
might be traced and the person’s old age benefit 
cancelled. While this action defrauds the govern- 
ment, the government has “asked fur’ just such a 
growing moral lapse. 

The medical profession, lawyers, dentists, archi- 
tects and other self-employed persons are in the 
same plight. The members of the medical profes- 
sion very seldom retire at age sixty-five. There- 
fore, the law is stacked against us. It demands a 
tax for a benefit which the law itself prohibits us 
from enjoying. Last year, the American Medical 
Association surveyed many of its members to find 
whether there was a sentiment for this social 
security inclusion. The figures we do not have, 


but we understand the opinion was overwhelm- 
ingly against it. If Congress should include the 
self-employed professions in this great social evolu- 
tion, we wonder what would happen to a member 
who refused to pay? Would the Supreme Court 
compel him to pay a tax for a benefit which the 
same law denied him? 


Think it over, my friends, and write some letters. 
If the new law must come, let us be sure it is one 
from which we may benefit—and not be compelled 
to retire first. The country claims it needs more 
doctors, but this new law will force many into 
retirement—or the forfeiting of what is their legal 
due. 

That law must be amended before it is passed— 
afterwards will be too late. 
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THE PRESIDENT’S REINSURANCE 








HE ADMINISTRATION has not yet an- 

nounced in any detail what it plans for its 
“reinsurance.” We paid our respects to the Wolver- 
ton idea of the Administration’s program last month. 
That scheme is completely unworkable, carries un- 
acceptable controls, and would put the voluntary 
non-profit plans (to which it is limited) in a 
straight jacket. It is also a tax collection scheme. 
























We believe the President has something entirely 
different in mind. Blue Cross and Blue Shield are 
working with satisfaction throughout the nation. 
All the plans are successful in their fields of dis- 
tribution. About 80 per cent of the people are able 
to pay the premiums needed to offer satisfactory 
health services. They could and would pay greater 
rates, if necessary or needful, to secure more com- 
plete care. We are not worrying about the 80 
per cent. 














A recent study showed that about 20 per cent 
of the people who go to hospitals are in need of 
some financial assistance, and are getting it, or the 
hospital and the doctor lose. The 20 per cent of 
lower-income or no-income people need attention, 
and are the ones with whom the government, 
federal or local, should be concerned. 










We have suggested that if the government would 
recognize the insurance principle, this whole prob- 
lem could be solved. Following Michigan’s lead, 
the veterans have been cared for in the matter 
of service-connected disability, and in their own 
home towns by their own doctors. Nothing could 
have been more fairly done. Blue Shield and Blue 
Cross financed the VA program and refused to 
make a dollar profit. They feared federal subsidy. 
Government funds could be used to pay the pre- 
miums for the policies of the unemployed, indigent, 
or medically indigent. Those who could not pay 
all, or could pay some, could be assisted. Such 
aid could be done on a prepayment or postpay- 
ment basis. Government owes this care to its wards 
and could give these wards the same benefits that 
paying customers are getting. 
















Let government quash the subsidy and do busi- 
ness in a co-operative spirit. 






Such a plan might be passing through the Presi- 
dent's mind. To this could be added a catastrophe 
coverage, and all together would probably not cost 
the government as much as it is now spending to 
get inferior and insdfficient care. 
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The old age, survivors, handicapped, and de- 
pendent children could all be covered. 


This whole problem would take some planning, 
but nothing is impossible when there is a spirit ef 
accomplishment. Government would have to for- 
get its hankering to control everything. The Su- 
preme Court could be by-passed by legislative ac- 
tion. We appreciate the fact that the major forces 
in government are now, in the strictest sense, 
bureaucrats, and such power must be brought un- 
der control. 

The non-profit voluntary plans might also be- 
come bureaucratic, but they are separated into 
ninety-three units, and that in itself is an assurance 
of good internal functioning. 


BLUE CROSS-BLUE SHIELD 
OR THE PAST few months “Golden Goose” 


meetings have been the rule over most of 
Michigan. Everyone knows the reason. Some 
faulty utilization of Blue Cross was found to be 
not only present, as we had all known for years, 
but was so prevalent it held a threat to the future 
welfare of our health service plans. Overuse means 
increased costs and higher prices for the premiums. 
Blue Shield has increased rates once since 1942, 
while Blue Cross has had several increases and is 
faced with another, if ways are not found to elimi- 
nate uninsured items, over-stay in the hospital, or 
too elaborate medication. The doctors themselves 
know what is wrong, and many of them have of- 
fered solutions at these meetings. We shall try to 
pass some along. 

The most frequent suggestion is that minor sur- 
gery in the office be authorized. We send minor 
surgery patients to the hospital now and pay for 
it, but in addition—run up a hospital bill and use 
a hospital bed. Some time ago, Michigan Medical 
Service tried out certain minor surgery procedures 
in the office and found that the elimination of the 
hospital check-up, pathological report, and general 
supervision increased usage. Even if the cost is 
higher control is needed. 

Others suggested a deductible plan, like automo- 
bile insurance, the patient paying the first specified 
amount, and the service plans paying the balance. 
That has been considered for years, and could be 
done, but that immediately throws a burden on the 
very persons who most need our protection—the 
low income group. 

Another suggestion has been made; rewrite all 
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our policies making one to cover the minimum 
benefits that will give protection to the most people 
and make that rate as low as possible. Then offer 
to anyone who carries the basic policy, a number of 
riders. These riders can be so arranged as to cover 
any group of people, or any attention wanted. We 
could offer catastrophic coverage for anything de- 
sired; we could offer minor surgery in the office, 
physical and health examinations, all services in the 
hospital, unlimited x-ray, home and office visits. 
We could make the basic plan a deductible one 
with a rider that would cancel the deductibility. 
We could also offer a rider to take up the slack 
between the low $2,500 income rate and any 
higher income specified. 


All these rider suggestions can be worked out. 
It is a question of using our experience and cer- 
tain insurance “know-how.” An element of guess- 
ing must not be forgotten, for there are no experi- 
ences to cover everything, as we found out fourteen 
years ago. However, much of this is being con- 
sidered. Michigan Medical Service has appointed 
a committee to study our certificates, with a view 
to making whatever changes or recommendations 
may be found advisable. 


We had a patient in the office a few days ago 
asking about the future of his Blue Cross certificate. 
He said he had been told the hospital plan was 
being “gutted” by unnecessary usage, and he won- 
dered if he should change to some other form of 
insurance. We were able to show him that the 
plan is entirely solvent, has a good reserve, and 
can meet all just calls for service. It is not a ques- 
tion of losing our plan, but a question of not pric- 
ing it beyond reach of the comparatively small 
group who most need it. The average working man 
or professional man can afford to pay even higher 
rates, and he will, if necessary. Even if the low 
income person is frozen out by unwise procedures, 
the plan will continue, but that is not what we 
want. 


The members of the medical profession and their 
hospital confreres are conducting a colossal social 
experiment in medical economics, have proved the 
insurability of health care and will continue their 
work. Changes will be necessary—more human 
charity and understanding. 


Some of our doctors have given fifteen to twen- 
ty-five years in studying the economic and social 
aspects of the practice of medicine, and stand 
ready to continue their work We are receiving 
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recruits by the score, and they too are inspired 
by a spirit of service. This experience of medical 
economic accomplishment is as important as the 
great discoveries in science, but the rewards are 
more work for everyone. 


THE AMA AND THE AMERICAN LEGION 


HE STAND taken by the House of Delegates 
of the American Medical Association on the 
hospitalization of veterans is that “all veterans with 
service-connected disabilities should be cared for at 
federal expense; also those with tuberculosis or 
neuropsychiatric conditions. Other individuals with 
general medical and surgical conditions not attrib- 
uted to service should be taken care of just as any 
other indigent in the local community. Being a 
veteran does not result in a person’s being anything 
but an ordinary citizen. Of course, Congress would 
have to change the law to put this into effect.” 
Under present law, the actually medically indigent 
or those unable to pay are entitled to Veterans 
Administration care in the VA hospitals, if beds 
are available. Some states (Michigan) have laws 
prohibiting veterans becoming indigent. This situ- 
ation has provoked many attacks, much acrimony 
and now a series of articles in the American Legion 
Magazine. This seems so uncalled for. Perhaps a 
few conferences could solve the misunderstandings. 
In Michigan, there has been no such controversy. 
For many years, a liaison committee, with William 
Bromme, M.D., of Detroit, as the medical chair- 
man and representatives of the various veterans 
societies has been very active. A result of the fine 
feeling obtained is witnessed by the home-town 
and private physician care of service-connected 
veterans’ illnesses, first suggested and originating 
in Michigan and known as the Michigan plan. 
Starting eight years ago and spreading over much 
of the country, the plan in Michigan is still running 
smoothly, having given our veterans $7,756,671.36 
worth of home-town medical care. The program is 
stronger in Michigan than in any other state. 
The American Legion Magazine, for two 
months, has listed cases in VA hospitals, which it 
claims the medical profession wishes barred from 
the hospitals, giving the gory details of non-service 
conditions and financial distress. We have carefully 
read each case, and have been unable to find one 
coming outside the provision of the AMA House 
of Delegates specifications. 
The present laws were not made by the medical 
profession. The nonservice misuse is a development 
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now grave, with a tremendous percentage of the 
whole population being veterans. We do not be- 
lieve the medical profession rightly deserves these 
insinuations and misrepresentations, nor should 
they continue. Some grave misunderstanding is 
evident in the Legion-AMA liaison}. 


‘DOCTOR SHORTAGE” 


E HAVE BEEN hearing from every direc- 

tion the complaint of “not enough doctors.” 
Probably every war of any magnitude brings the 
same wail from the civilian population which 
suffers when the doctors are called to the colors 
to care for the military. This, in a way, is as it 
should be. The military needs many times the 
number of doctors to care for a specific number 
of soldiers, and that is three or four times the needs 
of civilians in war or peace. In our most recent 
times, there is a question of where our greatest 
risk lies—in the military or in the defense of home 
areas. 


World War I called for a goodly percentage of 
active doctors. World War II used almost half of 
our available doctors and necessarily left the home 
very short. During the inter-war years, 
there was very little complaint. Economic condi- 
tions were different than at any time ever known 


areas 


by almost half of the present profession—those 
with less than fifteen years of practice. During the 
great depression, doctors were waiting for the sum- 
mons for medical care to patients, willing to make 
calls at any time, and used to accept any fee they 
could collect. People were sick, but had no money 
with which to pay. The doctor knew nothing about 
practice by appointment — with dates filled for 
three to six weeks. He knew nothing about a six- 
hour or eight-hour day of work. 


World War II taught our younger medical men 
to expect limited duties, shorter hours, a suitable 
recreation period. The non-profit voluntary serv- 
ice plans made the practice of medicine something 
radically different from what our fathers in medi- 
cine knew. Now hospitalization of our patients 
and payment of bills for service are easily within 
the reach of well over 80 per cent of our popula- 
tion. All this makes for deliberate, unhurried, 
unworried, co-operative practice of medicine. The 


——- 


The Michigan State Medical Society Executive Com- 
mittee meets with the American Legion at their request 
on March 12, 1954—a future meeting at the time this 
editorial is written. 
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doctors have learned they are entitled to recrea- 
tion, relaxation, and suitable limited working 
hours. 


Such is the condition leading to public criticism 
of doctors at times when they are not in their 
offices, or not officially “on duty.” The result is a 
widespread belief that there are too few doctors. 
Critics believe all that is necessary is to educate 
more doctors and the problems will be settled. 
Surveys in the profession seem to show that there 
are enough doctors, 220,104, or one to each 727 
persons. No other nation, except Israel and her 
refugee physicians, has anywhere that number. In 
the United States, physicians are increasing faster 
than the population. A great influx of doctors, 
making for stiff competition, might silence the 
charge that doctors are difficult to find. 


MEDICAL EDUCATION 


HAT is the truth about medical education 

and the number of doctors? During the past 
thrée or four years, the American Medical Asso- 
ciation itself has contributed $2,000,000 to the 
nation’s seventy-nine medical schools for use in 
educational purposes. At the same time, the private 
doctors and their friends have given about 
$5,000,000 to two great funds, the American Medi- 
cal Education Foundation, founded by the AMA, 
and the National Foundation for Medical Educa- 
tion., This money has been distributed to the 
medical colleges. Many of the states, including 
Michigan, have student loan funds which are being 
used to educate students wherever we are able to 
find them, especially those promising to settle in 
rural (See Editorial JMSMS, January, 


1954). 


We all know the costs of medical education 
are high and the money very difficult to get from 
the state. The tax-supported sponsors of the whole 
educational system actually limit the number of 
students it is possible to accept. 


areas 


The medical profession has two detractors. At 
the National Governor’s Conference on Mental 
Health held in Detroit, February 9, 1954, Luther 
W. Youngdahl, United States District Court Judge, 
District of Columbia, former Governor of Min- 
nesota, charged the medical profession with being 
a “closed corporation.” He said, “It doesn’t make 
sense. There are 100,000 young men and women 
who want to become doctors—and they’d make 
good doctors—but they won’t get the chance. It 
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doesn’t make sense.” Governor G. Mennen Wil- 
liams of Michigan is quoted as having said, “Per- 
haps we can ask the medical profession ‘What’s 
been happening about turning out doctors’? We 
find it exceedingly difficult to find an adequate 
number of doctors.” 

In Michigan, where this unfair and ill con- 
sidered charge was made, the Wayne University 
Medical School has just moved into a $4,500,000 
Medical Science Building, which will allow the 
school to expand her student list from sixty-eight 
to 100 admissions per annum. The State of Michi- 
gan appropriated most'of this money and has paid 
part. Funds for the expansion of the faculty were 
contingent on the promise of accepting more stu- 
dents. Increased faculty funds were not available, 
so the school could take only seven more students 
which brought the number to seventy-five instead 
of the 100 promised, for whom there is room. 
Much credit must go to the untiring Wayne Alum- 
ni who raised nearly $200,000 toward a medical 
library. 

On the University of Michigan campus dur- 
ing December, 1953, the $4,000,000 Kresge Memo- 
rial Medical Research Building was occupied. The 
new Medical Science Outpatient Clinic building 
has been occupied. Now under construction is the 
Alice Crocker Lloyd Memorial Radio Therapy 
Laboratory, a million dollar project. Two new 
teaching hospitals are open, and the student class 
has been increased from 150 to 200. The Legis- 
lature is being asked for a new Medical Science 
classroom building at Ann Arbor. 

In the face of all this accomplishment, the medi- 
cal profession is charged with being a “closed 
corporation,” refusing applying students the 
chance to study medicine. Our two critics were 
a little out-of-date in their comments. Their infor- 
mation is not accurate, to use our kindliest words. 


The general public are the ones who claim they. 


need more doctors. All the state has to do to get 
more is to supply educational facilities. There 
would be enough applicants. It must be remem- 
bered, however, that medical education is a proj- 
ect which takes years to accomplish. Medical train- 
ing facilities are slow in building, and a competent 
teaching staff is even more difficult to assemble. 
All the records and all the facts credit the pro- 
fession with seeking competent and suitable stu- 
See letter to the Editor from Wayne L. Whitaker, 


Ph.D., Assistant Dean University of Michigan Medical 
School on page 442. 
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dents and donating their full share towards supply- 
ing the facilities and faculties. 


CIVIL DEFENSE 


HE MICHIGAN office of Civil Defense has 

issued another section of its report. This is 
Annex VII, “Health Services,” and consists of 
seven titles: Purpose, Assumptions, Definitions, 
Basic Policies, Organization and Responsibilities, 
Operating Procedures, and Appendices. Each one 
of these “chapters” is a detailed listing of every 
item available, or applying to that particular phase 
of the general topic of Civil Defense in the health 
field. 

Section VII, Appendices, is divided into five sec- 
tions with a sixth promised. Each of these units 
is again a complete and detailed listing of every 
segment of application in a logical and workable 
sequence. The topics are (1) Emergency Medical 
Service, (2) Public Health and Biologic Warfare 
Defense Service, (3) Radiological Defense Service, 
(4) Chemical Warfare Defense Service, (5) Mor- 
tuary Service, (6) Blood Service (to be submitted 
at a later date). 


After reading this booklet of forty-three closely 
typewritten pages, with a carrying letter, we are 
struck with the utter impossibility of anyone not 
a medical man preparing such a text, yet there 
is no credit given to any medical worker. There 
is abundant reference to the work of doctors, and 
their need in carrying on the multitudinous duties 
which would be thrust upon us if we were to have 
a major distaster, especially an atomic or biologic 
war. 

We remember the efforts made by the Michigan 
State Medical Society a few years ago, looking to 
the preparation for defense against an atomic wat. 
We had a very active committee, headed by A. A. 
Humphrey, M.D., Battle Creek, who with the help 
of Traian Leucutia, M.D., and M. L. Lichter, 
M.D., of Detroit, collected thirteen papers bearing 
on Atomic Energy, and we published the first 
medical journal in history devoted to the subject 
of atomic energy, its use, effects, and defense. That 
was the March, 1951, number of THE JOURNAL, 
with several editorials by Dr. Humphrey and by 
the MSMS President, C. E. Umphrey, M.D. We 
were proud of that JouRNAL, its historic value, its 
cover—a sheet of black with white atomic energy 
chemical symbols and an atomic blast in colors in 
the center. 
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WHY NOT MAKE THE PRE-MARITAL 
PHYSICAL EXAMINATION LAW A 
HEALTH MEASURE OF REAL VALUE? 


T\O YOU KNOW, Doctor, that the State of 

Michigan’s Pre-Marital Physical Examination 
Law states, “all persons making application for 
license to marry, shall at any time within thirty 
days prior to such application be examined for the 
existence Or non-existence in such person, of any 
syphilis, gonorrhea or chancroid. Laboratory tests 
. a dark field test 


. and a microscopic test for 


shall include a serological test . . 
when indicated . . 
gonococci when indicated.” 

Obviously then, a blood test is not enough. The 
law clearly states examinations, a serological test, 
and further tests where indicated. 

If, through the negligence of a thorough exami- 
nation or of inadequate laboratory procedures, a 
physician permits an infected person to marry, that 
physician is legally responsible for the subsequent 
infection of the marital partner who may then take 
recourse to the courts. 

Too few physicians take advantage of the oppor- 
tunities afforded by the Pre-Marital Law. For 
possibly the first time, two young people may seek 
the advice of a doctor. They come to him for his 
opinion and approval of their right to marry. Far- 
sighted physicians will use this opportunity to estab- 
lish a good rapport with these patients. The suc- 
cess of their marriage might well depend on the 
physician’s findings and advice. He should not limit 
his examination to the presence or absence of 
venereal diseases but should thoroughly check all 
organs and systems so that chronic diseases, other 
communicable diseases, or congenital anomalies 
are known. One physician I know found an 
absence of a vagina during such an examination 
and had the opportunity to make an artificial one 
before the announced wedding day. 

Often advice regarding sex hygiene or contra- 
ception is sought, or old superstitions or wrong 
impressions corrected, once a good patient-doctor 
relationship is established. 

Let’s make the law, which was established to 
prevent the transmission of venereal disease really 
work for the good of young people who might 
have their marriages fail, or be handicapped be- 
Cause of other communicable diseases, congenital 
defects, or lack of proper sex education. The Pre- 
Marital Physical Examination Law is a health 
measure of real value and can be made one of 
Sreat scope. ARTHUR C. Curtis, M.D. 
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AN APPRECIATION 


HE EDITOR wishes to express his apprecia- 

tion to John M. Wellman, M.D., Lansing, who 
was appointed by the Michigan State Medical So- 
ciety Cancer Co-ordinating Committee to assem- 
ble the material for the present Cancer number of 
THE JOURNAL. 

He took over the task previously done for many 
years by F. L. Rector, M.D. Dr. Wellman has been 
untiring and prompt in his efforts, as witnessed 
by the very interesting list of papers on cancer 
presented in this number. We thank you, Dr. 
Wellman. 


EPITHELIOMA OF THE ANUS 
(Continued from Page 394) 


17. McCarthy, L.: Histopathology of Skin Diseases. St. 
Louis: C. V. Mosby Co., pp. 350-361, 1931. 

18. ‘McQuarrie, H. B., and Buie, L. A.: Epithelioma of 
the Anus. Postgraduate Medicine, 7:402-409, 1950. 

19. Nicolas, J., and Favre, M.: Notes cytologique touch- 
ant l’histogénése des néoplasmes cutanés épithéliaux. 
Compt. rend. Hebdom. Soc. de Biol., 82:497-499, 
1919. 

20. Pennington, J. R.: A Treatise on Diseases and In- 
juries of the Rectum, Anus and Pelvic Colon. Pp. 
523-525. Philadelphia: Blakiston Company, 1923. 

21. Rosser, C.: Etiology of anal cancer. Am. J. Surg., 
11:328, 1931. 

22. Tucker, C. C., and Hellwig, C. A.: Proctologic 
tumors. J.A.M.A., 111:1270-1273 (Oct. 1) 1938. 

23. Wallon, E.: Epithelioma anal gueri par le radium 


apres derivation temporaire des Matiere. Bull. Soc. 
Frane. de Dermat. et Syph., 34:436-438, 1927. 


If an increase in salvage rate is to be obtained, it is 
imperative that, occasionally, in patients whose clinical 
manifestations suggest cancer of the stomach but in whom 
no positive laboratory findings can be demonstrated, 
abdominal exploration be done to eliminate the possi- 
bility of a malignant lesion. 


If the surgeon objects to performing a gastrectomy on 
the basis of symptoms alone and waits until results of 
laboratory studies are positive, it is likely to be too late. 


In a series of 195 adenomatous gastric polyps, 35 or 
20 per cent, were malignant. 


Many surgeons believe that chronic gastritis is a pre- 
cancerous lesion. 


The first requisite for the correct diagnosis of any 
clinical entity is an awareness of the possibility of the 
occurrence of that entity, whether malignant or benign. 
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CLosEUP OF TOWER 

MICHIGAN’S ‘TALLEST 
structure is this new tow- 
er rising 1,057 feet above 
the terrain northwest of 
Detroit, according to its 
owner, WJBK-TV. 
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MSMS Friend “Grows Up” 


An old friend of Michigan State Medical Society has stepped onto Michigan 
television’s highest pedestal. 


The friend is Detroit’s WJBK-TV. 


The pedestal is the station’s new million-dollar 1,057-foot tower, tallest struc- 
ture in Michigan and just two feet short of the tallest tower in the world. 


Its proud parents, while measuring its rapid growth, at the same time 
claimed another first TV step as their “baby” (born October 24, 1948) climbed 
into the 100,000-watt class to bring almost 1,500,000 families within the family 
circle of Channel 2. For the five-year-old, it meant new friends in Sanilac, Tus- 
cola, Saginaw, Clinton, Eaton, Calhoun and Hillsdale counties in Michigan, 
seven counties in Ohio and a large area of Ontario, Canada. 


From its early days, WJBK-TV, through activities of Gayle V. Grubb, man- 
aging director; Peter Storer, merchandising manager, and Kenneth H. Boeh- 
mer, public service director, has promoted MSMS interests. One such, the 
“Court of Health” (Sundays 11:00-11:30 a.m.), produced by the Michigan 
Health Council, has been a weekly public service feature since June, 1952. An 
earlier show, sponsored by MSMS, was on the air for more than a year before 
the time spot was relinquished to the Health Council. 


In addition, Mr. Boehmer and others of the WJBK staff have contributed 
both time and experience to development of MSMS radio and TV projects 
elsewhere. 


Other data on the new tower and transmitter: wind load—120 miles per 


hour; total weight—150 tons plus; weight of guys—42,000 pounds; actual 
height of tower—957 feet; antenna atop tower—101 feet; de-icing equipment; 
a one-man dumb-waiter extending through the center and to the top of the 
tower; emergency 200 kw Deisel driven generator capable of supplying full 
power (not just standby) in event of regular power failure; convertible to color 


TV. 


PICTURE OF CROWDED TV Stupio 


Ir’s Never LoneELy in a television studio, no matter how secluded the performers may 
appear. Busy cameramen, sound men, and technicians swarm silently out of camera range 
to record the words and action being beamed to a large segment of Michigan. 


JMSMS 





Aichigan 


st struc- 
‘Id. 

ne time 
climbed 
e family 
ac, Tus- 
lichigan, 


yb, man- 
1. Boeh- 
uch, the 
fichigan 
952. An 
r before 


tributed 
projects 


les per 
; actual 
ipment; 
> of the 
ing full 
to color 


mers may 
era range 


JMSMS 


Michigan Foundation for Medical and Health Education, Inc. 


President’s Annual Message to the Membership 


By E. I. Carr, M.D., Lansing 


In the formative days of this Foundation, the 
philosophy was preparation for financial security 
of an already and going program in health and 
medical education and for continuation and exten- 
sion of postgraduate education. Research, student 
aid, and, in fact, broad concepts were included in 
the forward looking provisions, enumerated in our 
articles of incorporation. The amount of money 
assembled fell short of our hopes and expectations. 
Our quickly established, and our actual present 
worth, came largely within the first year of our 
existence. The continued and persistent publicity 
and several types of appeals by personal and 
printed effort have not elicited much response by 
money contributions from the profession. 

This situation led your Trustees to conclude, 
nevertheless, that it was right and feasible to 
assume various responsibilities within the scope of 
the established purposes of the Foundation and to 
proceed as intended. We herewith present our 
obligations and commitments. 

We have provided the total financial sponsorship 
of the past five annual Michigan Rural Health 
Conferences, limiting each to $2,500.00. 

With counsel of a special credentials committee, 
composed of Doctors L. J. Hirschman, Claude R. 
Keyport, J. S. DeTar and C. E. Umphrey, we 
are extending, through a student aid revolving 
fund, supplementary financial help to six upper- 
class medical students who agree to practice after 
internship in a rural community at least three 
years, in recognition of the aid. Each aid is a 
loan and the aggregate to date is $10,150.00. 
Four recipients are in the University of Michigan 
and two are in Wayne University. 

We support two lectures for which we provide 
$100.00 honorariums and expenses for each. One 
is the Biddle Lecture at the State Society annual 
meeting in the fall and the other is our own Foun- 
dation Lecture at the Michigan Clinical Institute 
in the spring. Other activities exist and several 
sponsorships do not entail costs. The waning 
financial support of the Michigan Health Council 
. a reasonable further obligation of the Founda- 
ion. 

Services are asked and are required frequently. 
Advice and counsel to the high school student con- 
cerning premedical requirements, to the premedic 
concerning medical school admission, to those who 

ave not secured admission to medical school, 
take time and represent a contribution from the 
Foundation. The MD Placement program assumed 
by the Michigan Health Council has relieved the 

oundation of this service. 
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Your President and Secretary have consulted 
with several professional fund raisers who fore- 
cast success. We are aware, however, that fund 
raising under any plan is a hard job and even 
with professional counselors. We are advised also 
that organization of doctors in each district is 
required to solicit doctors to give. Gifts from 
outsiders or from non-medical sources come as 
supplemental and depend upon original doctor 
support. Our Foundation has a broad scope but 
fundamentally it is the doctors’ concept. 


This Board of Trustees will desire specific sanc- 
tion of The Council of the Michigan State Medical 
Society before negotiating a state-wide appeal for 
funds through a formal and professionally con- 
ducted solicitation. Such an effort would be an 
all-out, energetic campaign with a full quota of 
workers in each councilor district and probably 
in most counties to secure generous, universal 
giving by the profession. Besides solicitation of 
immediate contributions I would suggest again, as 
I have previously done, additional pledges for 
annual contributions. A possible and practical 
method of collection of the latter might be with 
annual State Society dues. Any method to secure 
annual contributions to the Foundation is accept- 
able, so important is the need for funds. 


These last remarks do not represent a recom- 
mendation from the Board of Trustees although, 
a year ago, a resolution prevailed to canvass ways 
and means for fund raising beyond methods pre- 
viously used and to canvass possibilities under pro- 
fessional guidance or supervision. The foregoing 
is in response to the motion. 


Your President feels certain that use of profes- 
sional fund raising experts will depend upon the 
energy and organizational creation of each Michi- 
gan State Medical Society Councilor who, with 
all members of the MSMS Council, the trustees 
and elected individuals compose the membership 
or stockholders of this Corporation. Without dili- 
gent Councilor leadership in each District, full 
success of a campaign statewide would not be 
obtained, even under professional auspices. With- 
out such support how can we utilize or even obtain 
the experts? 


The Foundation is a going concern which has 
been conducted with conservatism and stringent 
economy. Overhead has thus far been carried by 
the offices of the officers. Possibilities for growth 
reach skyward. Your Trustees are prepared to 
carry on and function to the limit of funds 
assembled.—January 28, 1954. 
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Annual Report of the Secretary 


By Wm. J. Burns, Lansing 


The Secretary has executed the duties of his 
office according to the By-Laws and as provided 
in Robert’s Rules of Order pursuant to the instruc- 
tions of the members of the Board of Trustees, 
with the continued advice and guidance of Presi- 
dent Carr and Treasurer Gardner to whom the 
Secretary again expresses gratitude and apprecia- 
tion. 

The Woman’s Auxiliary to the Michigan State 
Medical Society was reminded on January 12, 
1954, that interest on the $1,000 U. S. Govern- 
ment Bond (which the Woman’s Auxiliary con- 
tributed to the Foundation in 1951) is due and 
payable. 


Letters have been written to those who, several 
years ago, pledged amounts to the Foundation, 
seeking payment or a commitment. The follow- 
ing contributions were received in January, 1954: 
Drs. C. W. and Bertha W. Ellis, Hollywood, 
Florida, paid the $90.00 balance on their pledge; 
H. L. Weitz, M.D., Traverse City, paid the $50.00 
balance on his pledge. In July, 1953, E. I. Carr, 
M.D., contributed $1,000 to the Foundation in 
payment of his second pledge of like amount; Dr. 
Carr’s current contribution was earmarked to the 
Student Loan Fund. 


The Michigan Foundation for Medical and 
Health Education Lecture, to be given on the 
occasion of the 1954 Michigan Clinical Institute 
(with the speaker’s expenses to be paid out of the 
Biddle Fund of the Foundation) will be presented 
on March 11, 1954, by Albert B. Sabin, M.D., of 
Cincinnati, who will speak on: “Vaccination for 
Poliomyelitis.” 

The Biddle Lecture, given on the occasion -of 
the 1953 Michigan State Medical Society Annual 
Session (with the speaker’s expenses paid out of 
the Biddle Fund of the Foundation) , was presented 
in Grand Rapids on September 23, by U. S. 
Senator Homer Ferguson whose subject was 
“World Affairs and Foreign Policy.” 


The Student Loan Fund has been utilized to 


aid the medical education of six medical students, 


four from the University of Michigan and two 
from Wayne University. 


Pursuant to instructions of the Board of Trus- 
tees, the Secretary contacted Kalamazoo College 
in regard to its recent successful drive for $75,000. 
Its procedure is reported as follows: 


“Our procedure through the years has been to organize 
locally on a conventional community chest campaign 
basis. It is our experience that a campaign will be about 
as good as the organization set up. The basic principle 
is that the people must be called upon personally and 


called upon by their peers. The heaviest givers are 
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included in an advance gifts division, and this divisien is 
broken down into units. The paper mills are solicited 
by two paper mill presidents, heavy manufacturers are 
solicited by a committee of top officers in heavy manu- 
facturing, the banks by a bank vice president, and the 
automobile dealers by a committee of their group, top 
men. Private individuals are solicited by a committee 
of highly respected individuals. Then there is the general 
division of smaller givers with some 1600 cards to be 
worked. This division was manned and organized this 
year by the officers of the alumni association, and is the 
most difficult division to make work as it should. Actu- 
ally this division brings in just a few thousand dollars, 
but the big givers will not give unless they feel that every- 
body is giving. 

“The drive is launched with opening meetings, either 
en masse or in groups. We shall have a total of about 
200 workers if we are able to become fully organized. 
As the years have gone by and our drive has become 
recognized, much as is a church budget drive, we have 
found the mass meetings less and less important. Then 
of course we have report meetings every few days be- 
cause solicitors will work only the last day or two before 
report meetings. 

“We have also conducted a mail campaign out over 
the country, and that is done by means of a brochure and 
letters; letters from the general chairman of the drive, 
letters from the various alumni class agents, and letters 
from the office itself. The literature is used locally, too. 

“Tt will take one person and a small office weeks of 
work, full time, to get the organization set up, and again 
I point out that the organization is the heart of the 
campaign. During the drive itself, which should not last 
too long, constant letters must go out to the workers, 
and personal contact with the workers should be made. 
The office will find it necessary to make the approach 
direct to foreign corporations. ‘Actually, they do not 
produce much on annual drives. 

“Tt will usually work out that when you first approach 
the people for leadership in a drive, everyone will say 
“no.” You then get the group together and say, “We have 
gone the rounds, now which one of you is going to do 
it?” It is then that your organization begins to take 
shape. I say all of this to point out that there are no 
short cuts. Every individual who says “no” to becoming 
a part of the organization becomes a better potential 
giver. The job takes time, nerve, patience, everlasting 
work, and incredible, stupid faith.” 


—January 28, 1954 





An interesting article entitled “Must We Follow the 
VA Route to Socialized Medicine” by Holman Harvey, 


a staff writer, appears in the March issue of Reader's 
Digest. The opening paragraph states: “The American 


people had better decide soon whether or not they want 
free government medical care. For it is descending 
upon them with bewildering speed.” 
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Michigan State Medical Society Past Presidents 1940-1947 


PAUL 2. URMSTON,M.D, BAY CITY WENRY &. CARSTENS MOD DETROIT 
1900 tet 


ANDREW 5. SRUNK MO, DETROIT 
Wee 


The 1940’s first brought undeclared war, then World War II with all its hurly-burly, heartbreak 
and violence. By 1947, Michigan—‘Arsenal of Democracy”—was at the peak of its postwar read- 
justment. Too much cannot be ‘written about the wartime service of Michigan’s doctors of medicine; 
about those in uniform who staffed stateside general hospitals, fought disease in crowded training 
camps, or cared for the fighting forces in battle areas throughout the world. More could be written 
about those who—not necessarily by choice—served in their home communities, watching over the 
health of greater numbers than ever before. During these eight years of emergency, great medical ad- 
vances and the age of the atom were born. With their birth came a prayer that they could be put to 
their greatest use in a time of lasting peace. 


(The final page in this series on MSMS past presidents will be featured in an early issue.) 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 


PROPHYLAXIS FOR EYES OF NEWBORN 


At a meeting of the State Council of Health, the 
State Health Commissioner called to the attention of the 
members the penal code which requires that the State 
Health Commissioner shall officially name and approve 
a prophylaxis to be used in treating the eyes of newborn 
infants. He recommended that the presently named 
prophylaxis (1% silver nitrate solution) be continued, 
but that the door be opened for the use of other prophy- 
lactics under controlled research conditions. 

Specifically the Commissioner recommended that the 
designation be changed to read as follows: 


“In accordance with Act 328, P.A. 1931, silver nitrate, 
1.0 per cent, in solution, is named and approved as a 
prophylactic required to be used in every child’s eyes 
immediately after birth. The use of other prophylactics 
under controlled research conditions may be permitted 
when such research studies have been previously ap- 
proved by the state health commissioner.” 


The Council accepted the recommendation. Any 
physician wishing to carry on a controlled research 
project on the use of a prophylactic other than silver 
nitrate in the eyes of the newborn is invited to get in 
touch with the State Health Commissioner. 


HEALTH OFFICERS APPOINTED 


W. B. Prothro, M.D., Director of the Grand Rapids 
City Health Department, became director of the Kent 
County Health Department also on February 1. He suc- 
ceeded J. D. Brook, M.D., who retired after twenty- 
three years as health officer of the county. 

Howard Cadwell, M.D., has been appointed director 
of the Wayne County Health Department, effective 
March 1. Doctor Cadwell was with the Arlington 
County Health Department, Arlington, Virginia, prior 
to coming to Michigan. 


POLIO VACCINE TEST 


The newly developed polio vaccine will be tested in 
eleven Michigan counties: Bay, Calhoun, Lenawee, Mon- 
roe, Muskegon, Oakland, Ottawa, St. Clair, Washtenaw, 
Ingham and Macomb. 

The vaccine will be given children in the first three 
grades of private, public and parochial schools. 

Only children whose parents have signed a form re- 
questing that they participate in the test will be given 
the vaccine. 

The vaccine has been allocated to Michigan by the 
National Foundation for Infantile Paralysis. 

Each lot of the vaccine will be independently tested 
for safety by the National Institutes for Health of the 
United States Public Health Service, the manufacturer 
and by the laboratory of Dr. Jonas E. Salk, of the Uni- 
versity of Pittsburgh, who developed the vaccine. 
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In addition to these safety tests, each lot of the vaccine 
will have been shown to cause the development of pro- 
tective antibodies in human volunteers. 

Half of the children participating in the test will get 
three doses of the trial vaccine. The other half will 
receive an ineffective solution. All doses will be admin- 
istered in the arm. 

No one, not even the doctors giving the vaccine or 
state or local officials, will know which child receives 
the vaccine and which receives the ineffective substance. 

The information will be recorded by coded identifica- 
tions. 


SECOND MULTIPLE SCREENING PILOT STUDY 


Michigan’s second pilot study in health screening for 
adults, industry-based, was carried on at the Mac Sim 
Bar Company, paper manufacturers, in Otsego, February 
15 to 19. Co-operating in the project were the Mac 
Sim Bar Company, labor unions, the Allegan County 
Medical Society, the Allegan County Health Depart- 
ment and the Michigan Department of Health. 

Extension of the screening service to family members 
eighteen years of age and over was a new element in 
the Otsego program. Only employes were included in the 
first pilot study, in Munising, early in October. Partici- 
pation on the part of employes was entirely voluntary 
and screening was done on company time. 

Screening procedures included checking height and 
weight, blood pressure, hemoglobin, blood specimens for 
syphilis and diabetes, chest x-ray for tuberculosis, heart 
abnormalities and cancer of the lungs, and urine speci- 
mens for albumin, sugar and microscopic tests for indica- 
tions of heart conditions. 

Reports were confidential, furnished only to the physi- 
cian named by the person examined and to the health 
department. A person with significant findings was 
notified that the results of his tests had been reported 
to his physician. He was urged to get in touch with his 
physician. The local health department plans to help 
in the follow-up on these persons, to make sure that they 
see their doctor and that they return to him for any 
needed treatment. The person with negative findings 
was notified that his screenings indicated no abnormal 
conditions but that it was by no means a thorough examl- 
nation and it gave no final proof that everything was 
as it should be. 

Response of workers in the Otsego study was 74 per 
cent in comparison with the more than 90 per cent in 
the Munising study. 

These pilot studies are expected to furnish much 
needed information on ways of promoting adult health 
and chronic disease control. They should indicate how 
successful such screening programs can be in finding 
beginning chronic disease in apparently well, working-age 

(Continued on Page 444) 
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Through its probable action on the labyrinth, 


dependable control of vertigo and nausea has made 
Dramamine the most widely-prescribed product in its field. 


Vertigo: The Labyrinthine 
Structure and Dramamine® 


Leasmnenion’s remarkable therapeutic effi- 
ciency is believed to be the result of sup- 
pression of the over-stimulated labyrinth. 
Thus it prevents the resulting symptom com- 
plex of vertigo, nausea and, finally, vomiting. 

First known for its value in motion sick- 
ness, Dramamine is widely prescribed for 
nausea and vomiting of pregnancy, electro- 
shock therapy, certain drugs and narcotiza- 
tion. It relieves vertigo of Méniére’s syn- 
drome, fenestration procedures, labyrin- 
thitis, hypertensive disease and that accom- 
panying radiation and antibiotic therapy. 


Say you saw it in the Journal of the Michigan State Medical Society 


A most impressive number of clinical 
studies shows that Dramamine has a high 
therapeutic index and minimal side actions. 
Drowsiness is possible in some patients but 
in many instances this side action is not 
undesirable. 

Dramamine (brand of dimenhydrinate) is 
available in tablets of 50 mg. each; liquid 
containing 12.5 mg. per 4 cc. Dramamine 
is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation. G. D. Searle & Co., Research in 
the Service of Medicine. 
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tHe D-54 


PORTABLE DIATHERMY 
o> 


| QUALITY 
Wt CO. WEERING 


@ single dial for simplicity of operation 


@ timer automatically shuts off current at 
end of treatment period 


@ large size power tube provides sufficient 
output for all treatment conditions 


@ output meter indicates energy level of 
treatment 


@ weight only 46 pounds; size 17x14x11-13 
inches 


Economically priced: $405.00 F.O.B. factory 
(less accessories) 


See your Burdick dealer or 
write us for complete infor- 
mation. 

Approved by the F.C.C. 


MILTON, WISCONSIN 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 


"THE BURDICK CORPORATION. 
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Communication 














To: Mr. William J. Burns, Executive Secretary 
Michigan State Medical Society and 
The Secretaries of all component County Medical 
Societies of the Michigan State Medical Society 
and A.M.A. 


Subject: Applications for Membership in a Medical Society 


Temporary licentiates of the Michigan State Board of 
Registration in Medicine may submit the number or 
numbers of their temporary licenses upon membership 
application forms, but may not submit the statement that 
they are registered in the office of the county clerk. This 
office does not issue certified copies of temporary licenses 
to be filed in the office of the county clerk for the reason 
that it would imply that the temporary licentiate had the 
privilege of practicing medicine within the confines of 
the county which would contradict the intent of the 
amended statute which confines the privilege of the prac- 
tice of medicine within the walls of the approved training 
hospital to which the temporary licentiate is assigned. 


Respectfully, 
MICHIGAN STATE BoarpD oF 
REGISTRATION IN MEDICINE 
: J. Eart McIntyre, M.D. 
Executive Secretary 
Lansing, Michigan 
February 18, 1954 


Dear Doctor Haughey: 


In reply to your letter inquiring about the facilities for 
medical schools, I am glad to give you the following 
information. 


The greatest number of applicants to medical schools 
per year was in 1949, when approximately 24,000 applied 
to United States Schools. The number of applicants has 
declined each year ever since to a figure of 16,763 for 
the year of 1952. Of those 16,763, 7,425 were admitted. 
This is a ratio of 2.68 compared to the ratio of 3.47 for 
1949. The number of applicants for 1953 has decreased 
again to approximately 14,000, and the number admitted 
was approximately 7,400. 


The Michigan State Medical Society has on a num- 
ber of occasions passed resolutions to ask the two medical 
schools in the State to increase enrollment, and has at 
the same time asked the Legislature to make such in- 
creases financially possible. The Council on Medical 
Education of the American Medical Association is offer- 
ing professional advice without cost to any reputable 
organization that is contemplating or in the process of 
establishing a new medical school. This council 1s 
interested only in the quality of training offered to 
future doctors. 


To the new medical schools enumerated on Page 132 
of the September 12 issue of the Journal of the Amer! 
can Medical Association, we can now add that the Uni- 
versity of Florida has the initial appropriation and the 
committment to proceed to form another school in that 
State. Several schools are enlarging enrollment. The 
University of Michigan is the largest at present with 200 
students. The University of Tennessee will soon have 4 
number equal to ours. Other schools which will take 200 
students per year when their building programs are com- 
pleted are the Ohio State University, Indiana University, 
and the State University of New York in New York City 
—formerly Long Island Medical School. The only limit 
placed upon medical school enrollments are facility— 
physical and personal. There is still a shortage © 


(Continued on Page 444) 
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Say you saw it in the Journal of the Michigan State Medical Society 
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For Insomnia 


or Sedative ‘ 


try the 50-mg. 


For Brief and 


ARMED 
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te 


(3%4-gr.) NEMBUTAL 
Sodium capsule. 


Profound Hypnosis 
try the 0.1-Gm. 
(1Y%-gr.) NEMBUTAL 
Sodium capsule. 
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Say you saw it in the Journal of the Michigan State Medical Society 


all the patients who represent 
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You see some of them every day... 


uses for short-acting NEMBUTAL 


@ As a sedative or hypnotic in more than 44 clinical 
conditions, short-acting NEMBUTAL has established a 24-year- 
old record for acceptance and effectiveness. Here’s why: 


1. Short-acting NEMBUTAL (Pentobarbital, Abbott) can 
produce any desired degree of cerebral depression—from 
mild sedation to deep hypnosis. 


2. The dosage required is small—only about one-half that 
of many other barbiturates. 


3. There’s less drug to be inactivated, shorter duration of 
effect, wide margin of safety and little tendency toward 
morning-after hangover. 


4. In equal oral doses, no other barbiturate combines 
quicker, briefer, more profound effect. 


Any wonder, then, that the use of short-acting NEMBUTAL 
continues to grow each year. How many of 
short-acting NEMBUTAL’s 44 uses have you tried? UGGott 
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SEs SS SaTeree 


SPECIFIC BENEFITS acso For LOSS OF SIGHT, 
IMB OR LIMBS FROM ACCIDENTAL INJURY 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 





(Continued from Page 442) 


academic personnel throughout the country, particularly 
in the pre-clinical fields. 


‘A. special appropriation of the legislature has _per- 
mitted an increase in facilities of our institution, chiefly 
the Outpatient Clinic and Maternity Hospital. The 
newly opened Veteran’s Administration Hospital will aid 
also and a changed program of the senior year permits 
more efficient use of the clinical material available. We 
anticipate an enlarged Children’s Hospital, not only for 
mental disease but for general care. Planning is pro- 
ceeding on a Medical Science Building. 


Our Freshman class size in the 1930’s was around 
120-130. In the late 1940’s it was about 150. The sud- 
den increase to 200 was a greater increase than made by 
any other medical school in the country. We are proud 
that we have met public demand and evident need for 
doctors in this manner. 


Sincerely yours, 
Wayne L. Wuirtaker, Ph.D.., 
Assistant Dean, U. of M. Med. School 
University of Michigan Medical School 
Ann Arbor, Michigan 
February 23, 1951 





MICHIGAN’S DEPARTMENT OF HEALTH 
(Continued from Page 440) 


men and women. They will add to the data on the 
prevalence of early chronic disease. They will help to 
determine the costs of such screening and to decide 
whether results justify expenditures. They will indicate 
what screening levels are practical, so that more than 
50 per cent of those referred to physicians will be con- 
firmed as abnormal. 


One additional objective in the Otsego study will be 
to learn the attitude of the consumer toward the screen- 
ing program. Home visits are planned to find out what 
those who took the tests thought of them. Visits will 
also be made on those who did not avail themselves of 
the screening opportunity, to learn their reasons. 

A paramount purpose of the studies is to work out a 
mutually satisfactory and productive pattern of com- 
munity co-operation between health departments, prac- 


ticing physicians, labor and management in the promo- 
tion of adult health. 





WHAT THEY THOUGHT of the January 31 Secre- 


taries Conference: 


“I thought that the show (nine skits) that was put 
on at the MSMS County Secretaries Conference of Jan- 
uary 31 was excellent. I believe they more clearly dem- 


onstrate many of the difficult problems with which the 
Society must deal.” 


A complete history will often be the best means of 
arriving at a correct diagnosis of a pelvic tumor. 
e e € 
The extremely rare arrhenoblastoma is accompanied 
by amenorrhea but is associated with weight loss, hirsult- 
ism, enlargement of the clitoris, deepening of the voice 
and other masculinizing changes. 
o oh e 
One should be hesitant to attribute irregular uterine 
bleeding to an ovarian cyst. 
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Say you saw it in the Journal of the Michigan State Medical Society 
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TESTING WITH BARRY 
ALLERGENIC EXTRACTS IS.. 


@ Simple because Barry’s sets of extracts for skin testing contain 


diluted solutions of allergens, ready for immediate use. 


@ Safe because the manufacturing, processing and control of all 
Barry extracts are based on 25 years’ experience in the allergy field. 





@ Sure because Barry allergens are scientifically standardized, 


assuring uniformly reliable results. 





SEND FOR YOUR FREE COPY OF 
“Handbook of Allergy for the 


bcvvdllrted, Sow: 
General Practitioner” 


: Dept. 5C 
9100 KERCHEVAL AVENUE, DETROIT 14, MICHIGAN 





All Meyer products are submitted to the most 
rigid controls and assays to guarantee potencies, 
stability and purity at all times. Constant research 
is conducted to develop products of known thera- 


peutic value with the greatest patient acceptance. 


ampoules 


ampoules 
Sodium Ascorbate 


Aminophylline 
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MICHIGAN AUTHORS 


Sylvester E. Gould, M.D., Eloise, Henry J. Gomberg, 
Ph.D., and Frank H. Bethell, M.D., Ann Arbor, are the 
authors of an article entitled “Control of Trichinosis by 
Gamma Irradiation of Pork,” published in The Journal 
of the American Medical Association, February 20, 1954. 

R. W. Emerick, M.D., L. E. Holly, M.D., A. H. 
Joistad, Jr., M.D., and K. E. Corrigan, Ph.D., Muskegon, 
are the authors of an article entitled “Diagnostic Use of 
Radioisotopes in a General Hospital,” published in 
The Journal of the American Medical Association, Feb- 
ruray 6, 1954. 

Traian Leucutia, M.D., Detroit, is the author of an 
article entitled “Chemotherapy Use in Combination With 
Irradiation for the Treatment of Cancer,” published in 
the Wisconsin Medical Journal, February, 1954. 

S. W. Hoobler, M.D., Ann Arbor, is the author of an 
article entitled “The Modern Treatment of Hyperten- 
sion,” published in the University of Michigan Medical 
Bulletin, January, 1954. 

Lieutenant John R. Christensen and Lieutenant Leroy 
P. Houck, Medical Corps, United States Army, from the 
Percy Jones General Hospital, United States Army, Bat- 
tle Creek, Michigan, are the authors of an article en- 
titled “Mucocele of the Maxillary Sinus,” published in 
A.M.A. Archives of Otolaryngology, February, 1954. 

D. Emerick Szilagyi, M.D., and John A. Hemmer, 
M.D., Detroit, are the authors of an article entitled 
“Resection of Aortic Bifurcation and Replacement With 
Homologous Graft for Aneurysm,” published in The 
Journal of the American Medical Association, February 
27, 1954. 

Frederick A. Coller, M.D., and Elmer B. Miller, M.D., 
Ann Arbor, are the authors of an article entitled “Acute 
Cholecystitis” published in The American Academy of 
General Practice, February, 1954. 

Joseph A. Witter, M.D., and Max First, M.D., Detroit, 
are authors of an article entitled “Ligation of the Hepatic 
and Splenic Arteries for Advanced Periportal Cirrhosis” 
published in the Alexander Blain Hospital Bulletin, No- 
vember, 1953, reprinted from Surgery, May, 1953. 

Alexander Blain, III, M.D., Nester A. Flores, M.D., 
and Francis Gerbasi, M.D., Detroit, are authors of an 
article entitled “Present Status of Peripheral Neurectomy 
for Pain in Obliterative Arterial Disease,” presented at 
the Sixth Annual Meeting of the American Society for 
the Study of Arteriosclerosis, Chicago, Illinois, Novem- 
ber 9-10, 1952, and published in the Alexander Blain 
Hospital Bulletin, November, 1953. 

Alexander Blain, III, M.D., Detroit, is the author of 
an article entitled “Scalenus Anticus Syndrome Precipi- 
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tated by an Attack of Pleurisy,” published in the Alex- 
ander Blain Hospital Bulletin, November, 1953, reprinted 
from Surgery, December, 1952. 


John F. MacGregor, M.D., Owosso, and Frederick 
Goethe Smith, M.D., Marion, Ohio, are authors of an 
article entitled “The Value and Limitations of Endar- 
terectomy in Chronic Arterial Occlusion,” published in 
the Ohio State Medical Journal, February, 1954. 


C. Paul Hodgkinson, M.D., R. R. Margulis, M.D., and 
J. H. Luzadre, M.D., Detroit, are the authors of an 
article entitled “Etiology and Management of Hypo- 
fibrinogenemia of Pregnancy” published in The Journal 
of the American Medical Association, February 13, 1954. 

The West Virginia Medical Journal for February, 
1954, quotes two paragraphs from the article entitled 
“Role of Obesity in Diabetes” by William H. Olmstead, 
M.D., which appeared in Tue JourNat of the Michigan 
State Medical Society. 


Leo H. Bartemeier, M.D., Detroit, is the author of an 
article entitled “Progress of Psychiatry and the Utiliza- 
tion of Its Principles in the Daily Practice of Medicine” 
published in World Medical Journal, January, 1954. 
The paper was before The First Western Hemisphere 
Conference of The World Medical Association, at Rich- 
mond, Virginia, April 24, 1953. 

Carey P. McCord, M.D., Ann Arbor, is the author of 
the fifth of a series of articles entitled “Lead and Lead 
Poisoning in Early America” published in Industrial 
Medicine and Surgery, February, 1954. 

Donald Marshall, M.D., Kalamazoo, is the author of 
an article entitled “Glioma of the Optic Nerve” as a 
manifestation of von Reckenghauser’s Disease, published 
in American Journal of Ophthalmology, January, 1954. 

Harold F. Falls, M.D., Ann Arbor, is the author of an 
article “Clinical Detection of the Genetic Carrier State 
in Ophthalmic Pathology” published in Transactions of 
the American Academy of Ophthalmology and Oto- 
laryngology, November-December, 1953. 

Reed O. Dingman, M.D., Ann Arbor, by invitation, is 
the author of an article entitled “Repair of the De- 
formity” published in Transactions of the American 
Academy of Ophthalmology and Otolaryngology, No- 
vember-December, 1953. 

Parker Heath, M.D., Boston, formerly of Detroit, is 
the author of a paper entitled “Essential Atrophy of ‘the 
Iris” published in The American Journal of Ophthal- 
mology, February, 1954,; also a “Clinical Pathological 
Conference.” 

Russell F. Weyher, M.D., Detroit, is the author of an 
article entitled “Myxedema Heart—Advanced Failure 

(Continued on Page 448) 
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(Acet-Dia-Mer Sulfonamides) Suspension with Sodium Citrate 


Unsurpassed among sulfa drugs for 
Wide Spectrum—Highest blood levels—Safety —Palatability 
Minimal side effects—Highest Potency —Economy 


Prescribe-or Dispense Buffonamide Today 
Its tasty, cherry flavor appeals to all age groups 





Each teaspoonful provides: 


Sulfacetamide....... 0.166 gm Sulfamerazine ...... 0.166 gm. 
Sulfadiazine........ 0.166 gm. Sodium Citrate...... 0.5 gm. 


“S Ss. J. TUTAG AND COMPANY Dhavnaceatltcats 















| STEELTONE 


by Hamilton 


Hamilton Steeltone examining room equipment 
embodies many exclusive features that make 
your office more productive. Counterbalanced 
top—Fit-All disappearing stirrups and built-in 
Hide-A-Roll, Ster-O-Sheet table cover attach- 
ment are all patented and available only in 
Hamilton equipment. 





Steeltone—conservative in appearance, pro- Hamilton Steeltone Suite. All steel—electrically 
fessional in design, and constructed of heavy, a ee ee 

electrically welded furniture steel is a wise 

choice in modern examining tables and treat- 

ment and instrument cabinets. Finish is chip- 

proof, acid-resistant Du Pont Dulux. Available 

In white or five colors that harmonize with 

modern room decorating schemes. Come in 

and see our display of Steeltone and the com- 


plete line of Hamilton examining tables and N O B LE- B LA C KM E R, I N C ° 


Cabinets ; ? 
iS soon, wont you: 267 W. Michigan Ave., Jackson, Michigan 


APRIL, 1954 447 
Say you saw it in the Journal of the Michigan State Medical Society 















NEWS MEDICAL 








ANNOUNCING A NEW 
MERCURIAL DIURETIC 


CUMERTILIN® coum 
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For controlled treatment of 
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structure 


® A promptly effective, potent 
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untoward systemic effects 


® Well tolerated intramuscularly 


® Work well 


ammonium chloride 


without adjuvant 


Supplied: Icc and 2cc ampuls in boxes 
of 12, 25 and 100, and 10 cc vials 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Mich. 








(Continued from Page 446) 
with Rapid Recovery” which appeared in JAMA, Oc. 
tober 17, 1953. 


S. E. Gould, M.D., Eloise, and F. H. Bethell, M.D., 
Ann Arbor, assisted by H. J. Gomberg, Ph.D., Ann 
Arbor, are authors of an original article on “Control 
of Trichinosis by Gamma Irradiation of Pork” which 
appeared in JAMA of February 20. 


F. D. Dodrill, M.D., Detroit, is the author of an orig- 
inal article entitled “Experience With the Mechanical 
Heart” which appeared in JAMA of January 23, 1954. 


J. F. Holt, M.D., H. B. Latourette, M.D., and E. H. 
Watson, M.D., Ann Arbor, are the authors of an original 
article “Physiological Bowing of the Legs in Young 
Children” which appeared in JAMA of January 30, 1954. 


Northwestern University has instituted a six-week sum- 
mer course for 1954, to cover study of instruments and 
methods of testing hearing in order to train office as- 
sistants. 


The Harvard School of Public Health will give post- 
graduate scholarships in amounts ranging up to $5,000 
to qualified candidates desiring to study at the School 
during the academic year 1954-55. For further in- 
formation write to David S. Davies, Harvard School of 
Public Health. 

* * # 

The AMA awarded two citations for distinguished 
service in the field of industrial health during the 14th 
annual Congress on Industrial Health held in Louisville 
recently. 

The recipients were: Dr. Anthony J. Lanza, New 
York, director of the Institute of Industrial Medicine, 
New York University Bellevue Medical Center, 
and Dr. Clarence D. Selby, Port Huron, Michigan, former 
medical consultant to the General Motors Corporation. 

The two citations were presented by Secretary Lull, 
the first ever awarded by the AMA in the industrial 
health field, at the opening session of the Louisville 
meeting. 

The two doctors for years have been leaders in the 
movement for better health conditions among workers 
in this country. 

* + * 

Correction.—In the January issue of THE JOURNAL, 
was published a picture supposedly of the author, illus- 
trating an article by Dr. Simon S. Farbman. By mistake, 
the picture published was that of his brother, Dr. Aaron 
A. Farbman. 

* * * 

Dr. A. C. Furstenberg, Dean of the Medical School, 
University of Michigan, Ann Arbor, left during Febru- 
ary for a three weeks’ trip in South America where he 
had been invited to speak to professional groups at 
Caracas, Venezuela, Rio de Janiero, Lima, Peru, and in 
Panama. 

* * * 

Sam W. Donaldson, M.D., and Children’s Pets.—The 
American College of Radiology has released an interest 
ing story of how Dr. Sam Donaldson looks after the 
neighborhood pets, cats, dogs, horses, or whatever. 


(Continued on Page 450) 
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“A program of treatment 


for chronic ulcerative colitis... 
as described by Lester M. Morrison, M.D., Los Angeles’ 


...1s based on the use of 1) azopyrine*, 2) ACTH or 
cortisone and 3) psychotherapy.” 


“Azopyrine* ... has been effective in controlling the disease in approxi- 
mately two-thirds of patients who had previously failed to respond to 


standard colitis therapy currently in use.” 


cs 1. Rev. Gastroenterology 20:744 (Oct.) 1953; abstract in J. A. M. A., 153:1580 (Dec. 26) 1953. 


eye ® 
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Executive Offices: 270 Park Ave., New York 17, N. Y. © Sales Office: 300 First Street, N. E., Rochester, Minn. 
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Treatment of Alcoholic Addiction 
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_ Treatment of ‘the “problem drinker” is more than a 
sobering-up process; jt is a rehabilitative procedure which 
must be tailored to the needs of the individual. 
Years of intensive research and specialized clinical experi- 
ence enable us to follow through in all phases of modern 
restorative treatment—gradual withdrawal, physical 
rehabilitation, re-orientation and re-education. 
You may refer female as well as male patients 
—we are also equipped to care for narcotic 
or barbiturate addiction. Moderate rates; 
treatment period sometimes shortened 
‘to just two weeks. 


Registered by the American Medical Assn. 
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(Continued from Page 448) 


Dr. Donaldson’s animal practice began years ago. 
Usually it was a youngster who would bring his pet 
into his department for some attention. At is happened, 
Dr. Donaldson relates, the children were the offspring 
of medical colleagues in Ann Arbor. 

Although his animal practice began with the small- 
fry of his medical confreres, this is no longer the case. 
The whole community of Ann Arbor, and the surround- 
ing areas, seem alert to Dr. Donaldson’s way with their 
critters. 

Between eighty to 100 animals a year are examined 
by Dr. Donaldson and his staff at St. Joseph’s Mercy 
Hospital in Ann Arbor—mostly bone and joint cases. 

Many patients in the waiting rooms have even indi- 
cated a willingness to postpone their own examinations 
in order for Dr. Donaldson to x-ray a pet who has been 
brought to his office in the arms of a tearful child. 

Says Dr. Donaldson: “I don’t know how it would 
work out in large, metropolitan area, but in a town 
such as Ann Arbor, our experience has shown that it is 
good public relations.” 

* * * 


An American-Canadian Advisory Committee on In- 
dustrial Health to the World Medical Association was 
appointed in February. 

Committee members, who were appointed during the 
AMA Industrial Health Congress in Louisville, are: 
Drs. Henry H. Kessler, Newark; George Saunders, New 
York; Max R. Burnell, Detroit; Carey P. McCord, Ann 


Arbor, Michigan; John Poutas, Cambridge, Massachu- 
setts; Robert A. Kehoe, Cincinnati, and Grant Cunningz- 
ham, Toronto. 


The World Medical Association, representing 700,000 
physicians in forty-six national medical societies, plans 
to establish an International Committee on Industrial 
Health for the benefit of industrial workers everywhere. 


Dr. Louis H. Bauer, secretary-general of the World 
Medical Association, reported that there is a strong 
possibility that the WMA and the AMA Council on 
Industrial Health will sponsor an International Confer- 
ence on Occupational Health ‘in 1957. The site remains 
to be selected. The movement has the support of in- 
dustrial health leaders representing medicine, industry 
and government. 

* *& 


Combined Medical Meetings.—Since 1950, the New 
Hampshire Medical Society and the Vermont State Medi- 
cal Society have been holding combined annual meet- 
ings, and the plan is working very well. The meeting 
places have alternated between the two states, but this 
year and the two succeeding years—1955 and 1956— 
the combined meetings are scheduled to be held at the 
Mt. Washington Hotel, Bretton Woods, New Hampshire. 

Recently the Medical Society of Virginia and the 
Medical Society of the District of Columbia decided to 
hold combined annual meetings at the Shoreham hotel 
in Washington——-AMA Secretary’s Letter, March 3, 
1954. 


(Continued on Page 452) 
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(Centinued from Page 450) 


Illegal Diathermy Machines and Civil Defense.—On 
February 19, 1954 the Federal Communications Com- 
mission issued a four-page closely-typed communication, 
with a chart, calling attention to the use of thousands 


c. “yat's < 


FEDERAL COMMUNICATIONS COMMISSION 
THIS CHART SHOWS A PLOT OF LONG RANGE RADIO’ DIRECTION 
FINDING BEARINGS WHICH WERE TAKEN AT THE FEDERAL COM- 
MUNICATIONS COMMISSION MONITORING STATIONS ON A SIGNAL 
FROM AN ILLEGAL DIATHERMY MACHINE IN MIAMI, FLORIDA ON 
JANUARY 8, 1954. THE SIGNAL WAS ALSO HEARD IN WASHINGTON, 
OREGON, AND CALIFORNIA. 


etre AKOTA 


OTeeeme rye fl ts?) 


of illegal diathermy machines, which do not now meet 
standards, and are broadcasting interfering short waves 
which can and do interfere with safety and military 
radio communications. 

The last sentence of the 
follows: 


“Public Notice’ reads as 


“The users of illegal equipment are warned that the 
Commission has available to it, and intends to follow, 
the following enforcement procedures wherever appro- 
priate: (1) The issuance of cease and desist orders, en- 
forceable in the courts, directed to the users of the il- 
legal equipment; (2) Application to the courts for in- 





junctions against the use of illegal equipment; (3) The 
institution, in aggravated cases, of criminal proceedings 
against the operators of illegal equipment.” 


These machines could wreck planes, foul up instru. 
ment landing signals; block a radar screen used by air. 
ports to prevent mid-air collisions; throw a radar guided 
missile off course; interfere with police radio calls; or 
become a radio beam to guide an enemy bomber to its 


target. 
* * 


At the Annual Sectional Conference of the American 
College of Surgeons, held March 30, through April 2, 
1954, at Sheraton-Mount Royal Hotel, Montreal, Que. 
bec, several Michigan physicians were active in various 
capacities. Those holding offices were: Reed M. Nesbit, 
M.D., Ann Arbor, and Grover C. Penberthy, M.D., De. 
troit, Board of Regents; Frederick A. Coller, M.D., Ann 
Arbor, member of the Advisory Council; Russel L. Mus. 
tard, M.D., Battle Creek, Governor. On the program 
were Russel L. Mustard, M.D., who took part in a 
panel discussion on “Jaundice”; Charles S. Stevenson, 
Jr., M.D., in a symposium on Cancer, “The Place of Sur- 
gery in the Treatment of Uterine Cancer;” and Charles 
G. Johnston, M.D., Detroit, who presented motion pic- 
tures of “Obstruction of the Small Intestine.” 


* + 


The Wayne University Medical Library Fund is en- 
ergetically continuing its fund-raising campaign and 
expects to meet a goal of $200,000 before May 10, 1954. 

As of March 12, more than $143,000 has been re- 
ceived in pledges, the Campaign Committee reports. 
Most of the pledges have come from Wayne University 
College of Medicine Alumni. 

A modern medical library, such as the one proposed, 
is an efficient and economical means for a doctor 
to keep abreast of current medical literature. With this 
thought in mind, the Wayne University Medical Alumni 
Association launched its campaign. The proposed new 
Medical Library, to be located in the heart of the De- 
troit Medical Center, will provide doctors in Michigan 
with modern, functional facilities in which to study and 
do research. 

When the library is completed, there will be several 
private reading rooms and study areas. Conference- 
type rooms and a large parking area are planned. The 


(Continued on Page 454) 
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THE HAVEN SANITARIUM, INC. 


ROCHESTER, MICHIGAN 
Telephone OLive 1-944] 


A private hospital 25 miles north of Detroit for the 
diagnosis and treatment of mental and emotional 
illness—psychoanalytically trained resident physi- 








(Continued from Page 452) : 
emphasis has been put on a functional and efficient 


arrangement providing privacy and comfort for those 
who wish to study. 

Construction on the building can be started as soon 
as there is $200,000 available in cash. The committee 
feels sure this goal will be reached by the May 10, 
1954 deadline. 

Doctors desiring to make a contribution or pledge to 
the Library Fund should make checks payable to The 
Wayne University Medical Library Fund, Inc., 5165 
Second Avenue, Detroit 1, Michigan. 

Wayne University will then be able to serve doctors 
in Michigan with modern medical library facilities con- 
ducive to research and study. 

* * * 

Medical alumni of Wayne University will convene 
at the Hotel Fort Shelby, Wednesday, May 12, 1954, 
for their 68th Annual Clinic Day and Reunion. 

Twelve members of the Class of 1904 will be awarded 
Golden Anniversary Certificates and life memberships 
in the Wayne University Medical Alumni Association. 

Registration for the Annual Clinic Day program will 
start at 9:00 a.m. and professional meetings will be con- 
ducted during the morning and afternoon. At the 
luncheon, to be held in the cafeteria of the Wayne Uni- 
versity Medical Science Building, Dean Gordon Scott 
will report to the alumni. 

Speakers for the session include: William J. Dieck- 
mann, M.D., Professor of Obsetetrics and Gynecology, 
University of Chicago; Egbert H. Fell, M.D., Clinical 
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Associate Professor of Surgery, University of Illinois; 
George H. Gardner, M.D., Chairman of Department of 
Obstetrics and Gynecology, Northwestern University; 
Carl A. Moyer, M.D., Professor of Surgery, Washington 
University, St. Louis, Missouri; Edith L. Potter, M.D., 
Associate Professor of Pathology, University of Chicago; 
Arthur J. Vorwald, M.D., Chairman, Department of In- 
dustrial Medicine, Wayne University. 

Special class reunions will be held for the classes of 
1909, 1914, 1919, 1924, 1929, 1934, 1939, 1944, and 
1949. 





Genesee County Medical Society and the Beau- 
mont Memorial: ‘The enclosed check for $120.00 
is the Genesee County Medical Society’s contri- 
bution to the Beaumont Fund for the year 1953. 
It represents the amount contributed for new 
members accepted into our membership since the 
date of our last check (April 1952).” 


Thanks, Genesee County Medical Society mem- 
bers, for this additional contribution to the Beau- 
mont Memorial. May many of your members be 
present for the Dedication on Mackinac Island on 
Saturday, July 17, 1954. 











The Tuberculosis Control Committee of the Michi- 
gan State Medical Society recommended at its January 
14 meeting that a copy of the pamphlet Js It TB? be 
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rr new : 
before has been attained. 
ace the 
y mem- 
> Beau- 
bers be 
and on 
he Michi- 
s January ; 
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SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 






For further information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 
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8 aR FRET 5 es A REDS SS 
in the GASTRIC ULCER DIETARY 
Leading authorities have recognized that 
gelatine causes a significant decrease in hydro- 
gen ion and pepsin content of gastric juice and 
satisfies the pangs of hunger, thus reducing the 
causes of gastric irritation. 
Knox Concentrated Gelatine Drink is an ac- 


cepted method of administering concentrated 
gelatine proteins wherever indicated. 





YOU ARE INVITED to send for the Knox Gelatine 
brochure on “The Role of Knox Gelatine in Peptic 
Ulcer and Gastric Disorders.” Write Knox Gelatine, 
Johnstown, N. Y., Dept. MS-4 


KNOX GELATINE U.S.P. 


JOHNSTOWN, NEW YORK 


ALL PROTEIN . . ° . NO SUGAR 


AVAILABLE AT GROCERY STORES IN 4-ENVELOPE FAMILY 
SIZE A®D 32-ENVELOPE ECONOMY SIZE PACKAGES. 


Re a a A ea 
6 


(Continued from Page 454) 


sent to all members of the MSMS, explaining that “this 
brochure contains excellent information.” Acting upon 
that recommendation, the Michigan Tuberculosis As. 
sociation, and its affiliates, have agreed to mail this 
booklet to all members. 

Is It TB? was prepared by the Subcommittee for Gen- 
eral Practitioners, Committee on Medical Education 
and American Trudeau Society. John W. Towey, M.D, 
Pinecrest Sanatorium, Powers, is chairman. Included are 
considerations of such factors in diagnosis as history, 
symptoms, physical examination, chest x-ray, tuberculin 
testing, and search for tubercle bacilli. 

Designed to provide the general practictioner with a 
ready index of essential information needed to diagnosis 
pulmonary tuberculosis, Is It TB? does so with clarity, 
brevity, and accuracy. The pamphlet deals solely with 
the diagnosis of pulmonary tuberculosis, no attempt 
being made to cover other conditions. 


* * ” 


The Michigan Heart Association does not provide 
funds for medical care, diagnosis, examination or treat- 
ment of any kind. 
Michigan Heart Association funds are used for re- 
search, education and community service projects. 
More progess has been made in heart disease control 
in the last 25 years than in all the centuries that pre- 
ceded it. 
Hope deferred maketh the heart sick. 


* * * 


H. R. Mayberry, M.D., of Bryan, Ohio, represented 
the Ohio State Medical Association and J. E. Dudding, 
M.D., of Hope, Indiana, and James A. Waggener, Ex- 
ecutive Secretary, represented the Indiana State Medical 
Association at the March 10 Conference for Interns, Resi- 
dents and Senior Medical Students of Michigan. The 
Conference was held in the Sheraton-Cadillac Hotel, 
Detroit, during the Michigan Clinical Institute. Speak- 
ers on the program were: 

“Mechanics of Setting Up a Practice”—-Warren R. Mul- 
len, M.D., Pentwater 

“Public Relations”—L. Fernald Foster, M.D., Bay City 

“Michigan Medical Service and the Doctor’—R. L. 
Novy, M.D., Detroit 


* * x 


The Genesee County Medical Society recently spon- 
sored a doctor-lawyer-dentist dinner meeting at which 
Frank G. Dickinson, Ph.D., of the American Medical 
Association, Bureau of Medical Economic Research, 
spoke on “Social Security—Is It or Isn’t It for Profes- 
sional People?” ‘The tri-professional meeting was at- 
tended by over 200 and was held March 31 at the 


Durant Hotel. 
x © + 


What is the obligation of a county medical society to 
doctors of medicine who have permitted their member- 
ship to lapse for long periods of time? 

The Wayne County Medical Society Council recently 
approved the recommendation of its Ethics Committee 
that such applicant should be required to pay a per 
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FISCHER “SPACESAVER” 75 
Without Parallel in X-Ray Industr 


~aeq from horizontal fluoroscopy to horizontal radiog- 
raphy, or vice versa, without moving patient from 
table. 





75 MILLIAMPERES 


DOUBLE-FOCUS TUBE—SELF-CONTAINED HEAD 


NEWS MEDICAL 





Powered to meet every radiographic requirement 
of general practice. 


It provides radiography and fluoroscopy in both 
horizontal and vertical positions with easy change 


Milliampere preset device for both focal spots con- 
serves tube life by providing means of duplicating 
various predetermined milliampere output settings 
without repeatedly energizing the x-ray tube. 





Protective resistance on fine focal spot. 


“Spacesaver” also furnished in 30, 50, 100, and 
250 milliampere models. 


Produced by the holder of a series of Army-Navy 
awards unequaled by any other manufacturer of 
x-ray equipment—The “E” Flag with three stars 
plus the U. S. Navy Certificate of Achievement— 
All for outstanding services rendered. 


LOW PRICES—EASY BUDGET TERMS— 
TRADES—NATION-WIDE SERVICE 


Never before to our knowledge has so much power and a 


double-focus tube been built into a self-contained shock-proof 
tube head. All high voltage components—tube, high tension 
transformer, and filament transformers—are immersed in oil 


in the tube head. 


“Spacesaver” 75 is a combination Radiographic-Fluoroscopic 
Unit and Examining Table with a capacity ranging from 75 


MA at 75 KVP to 5 MA at 96 KVP. 


M. C. HUNT 


868 Maccabees Bldg., Detroit 2, Mich. 


Distributor for 


H. G. FISCHER & CO. 





centage of the dues for the years they have not been 
members, approximately 50 per cent of the local dues. 
This would be considered an admittance fee or assess- 
ment. The ethical consideration is based on Chapter 
3, Section 2 of the Principles of Medical Ethics which 
stipulate: 


“For the advancement of his profession, a physician 
should affiliate with medical societies and contribute of 
his time, energy, and means so that these societies may 
represent the ideals of the profession.” 


* S23 


Frank S. Perkin, M.D., Detroit, was named President 
of the Michigan Epilepsy Center at the January meeting 
of the Board of Directors. 

Congratulations, Doctor Perkin! 

* * * 


The Medical Library Association will hold its fifty- 
third Annual Meeting in Washington, D. C., on June 
15-18, 1954. Headquarters will be the Hotel Statler. For 
Program write Lt. Col. Frank B. Rogers, Armed Forces 
Medical Library, 7th St. and Independence Ave., S.W., 
Washington 2, eo C. 


* * * 


All European sections of the International College of 
Surgeons will hold an official meeting in Turin, Italy, 
June 1 and 2, in the Turin Exposition Building. 

* * * 

The International College of Surgeons will hold its 

Ninth Biennial Congress in Sao Paulo, Brazil, April 26 
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to May 2. Edward J. McCormick, M.D., Toledo, Ohio, 
President of the American Medical Association and 
David B. Allman, M.D., Atlantic City, N. J., will repre- 
sent the American Medical (Association in the discus- 
sions. 


* + 


‘“‘Aging—Everybody’s Business” is the title of the 
University of Michigan’s Seventh Annual Conference on 
Aging to be conducted as a workshop in Ann Arbor, 
June 28-30, 1954. For program write Dr. Wilma Dona- 
hue, Chairman, Division of Gerontology, 1510 Rackham 
Bldg., Ann Arbor. 


* * * 


The third annual Symposium on Tuberculosis and 
Other Chronic Pulmonary Diseases for General Practi- 
tioners will be held in Saranac Lake, New York, from 
July 12 through 16. The Symposium is approved by the 
American Academy of General Practice for twenty-six 
hours of formal credit for its members. For program 
write Richard P. Bellaire, M.D., Chest Disease Sympo- 
sium, P.O. Box 2, Saranac Lake, N. Y. 


* * * 


The Institute of Industrial Health of the University 
of Cincinnati announces a Symposium on Fluorides to 
be presented by the Kettering Laboratory in the Depart- 
ment of Preventive Medicine and Industrial Health on 
May 10-11-12. The course is open to physicians in 
industry and public health and to other professional per- 
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¢. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone. Dial 2-4100—2-4109 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A.M.A. 











Battle Creek Sanitarium 


88th Year of 


Continuous Service 


A general medical institution 
fully equipped for diagnostic and 
therapeutic service. Close co- 
operation with home physicians 
in management of chronic dis- 


eases. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 
Battle Creek, Michigan 


Not affiliated with any other Sanitarium 








sons who are interested in the problem of fluorides. For 

application blank write Secretary, Institute of Indusirial 

Health, Kettering Laboratory, Eden and Bethesda Ave. 

nues, Cincinnati 19, Ohio. Attendance will be limited, 
oe * * 

The Committee on Arrangements for the Harper Hos. 
pital Reunion held on March 10 in Detroit, was com- 
posed of D. P. Osborne, M.D., Chairman, W. L. Ander. 
son, M.D., J. C. Cook, M.D., H. F. Dibble, M.D., L. §, 
Eno, M.D., H. B. Fenech, M.D., H. U. Mair, M.D, 
R. C. Moehlig, M.D., and E. A. Osius, M.D. 


* * * 


Lawrence Reynolds, M.D., Detroit, was honored with 
a Testimonial Dinner on March 4 upon the occasion of 
his presentation of The Hickey Memorial Lecture. The 
Wayne University College of Medicine, Wayne County 
Medical Society and the Detroit Roentgen Ray and 
Radium Society were co-sponsors of the Lecture and 
Dinner. * * 


The 22nd Annual Convention of the American So- 
ciety of Medical Technologists will be held at Miami 
Beach, Florida, June 13-17, 1954. The co-headquarters 
hotels are the Delano and DiLido. 

* * * 


Max R. Burnell, M.D., Detroit, and Carey P. Mc- 
Cord, M.D., Ann Arbor, have been appointed members 
of the American-Canadian Advisory Committee on In- 
dustrial Health to the World Medical Association. This 
seven-man committee will aid the World Medical As- 
sociation, representing 700,000 physicians in forty-six na- 
tional medical societies, to establish an International 
Committee on Industrial Health for the benefit of in- 
dustrial workers everywhere. 

* * * 

George Bugbee, Chicago, has been appointed Presi- 
dent of the Health Information Foundation, New York. 
Mr. Bugbee leaves his position as Executive Director of 
the American Hospital Association. 

Congratulations, George Bugbee! 

* * * 


Official AMA Membership Count. As of January |, 
total membership in the American Medical Association 
stood at 146,723. This figure is broken down as follows: 

Active members, including active members excused 
from the payment of membership dues, 133,841; associate 
members, 4,534; service members, 8,078, and affiliate 
members, 270. * * 


A testimonial dinner honoring William J. Stapleton, 
Jr., M.D., will be held in the Grand Ballroom in the 
Sheraton-Cadillac Hotel on Tuesday evening, May 11. 
A reception in the Italian Garden will precede the dinner. 

Dr. Stapleton will be honored as Michigan’s Foremost 
Family Physician of the Year and also as a scholar and 
teacher. As former acting Dean of the Wayne University 
College of Medicine and now Professor Emeritus, he has 
annually prepared a review of 100 books for the physi- 
cian. His reviews are published in the Detroit Medical 
News. . 

The subscription dinner will be sponsored by the 
Wayne University College of Medicine Alumni \Associa- 
tion, The Wayne County Medical Society, and The 
Michigan State Medical Society. The committee on 
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e Licensed by State of Michigan, Dept. of Mental Health 


e Registered by American Medica! Association 


ST. JOSEPHS RETREAT 





Founded in 1860 


Under direction ot 
Daughters of Charity 
of St. Vincent de Paul 


Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentaly ill and alcoholic. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 


23200 Michigan 
DEARBORN «° near Detroit 
LOgan 1-1400 





arrangements includes Don W. McLean, M.D., Chair- 
man; William J. Burns; James E. Cole, M.D.; Duncan 
A. Cameron, M.D.; Edwin H. Fenton, M.D.; John E. 
Hauser, M.D.; Leroy W. Hull, M.D.; Ralph A Johnson, 
M.D.; James E. Lofstrom, M.D.; Lawrence A. Pratt, 
M.D.; Lawrence Reynolds, M.D.; Dean Gordon Scott; 
Karl L. Swift, M.D.; Elmer C. Texter, M.D.; and John 
E. Webster, M.D. 

The committee has arranged to dedicate a room in the 
new medical library in honor of Dr. Stapleton. A portion 
of the proceeds of the dinner will be used to furnish 
this memorial room. 

Louis J. Hirschman, M.D., will serve as toastmaster for 
the evening. The Reverend Wendling Hastings of the 
Fort Street Presbyterian Church, Dr. Stapleton’s pastor, 
wil give the Invocation. A personal testimonial will 
be presented by The Honorable Joseph A. Moynihan, 
Presiding Circuit Judge of Michigan, a lifelong friend 
of Dr. Stapleton’s. 

* * * 


C. D. Selby, M.D., Port Huron, former Medical Con- 
sultant to General Motors Corporation and Past Presi- 
dent of the Ohio State Medical Association, and pres- 
ently Secretary of the St. Clair County Medical Society, 
was awarded a citation for distinguished service in the 
feld of industrial health at the 14th Annual Congress on 
Industrial Health, in Louisville, February 26. This ci- 
tation was the first ever awarded by the American Medi- 
tal Association in the industrial health field. Dr. Selby 
has been a leader in the movement for better health 
Conditions among workers in this country, for years. 
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Cook County Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES 


SURGERY—Surgical Technic, two weeks, April 19, 
May 3, May 17 
Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, June 7 
Surgical Anatomy and Clinical Surgery, two weeks, 
June 21 
Surgery of Colon and Rectum, one week, May 10 
Thoracic Surgery, one week, June - 
Esophageal Surgery, one week, June 1 
General Surgery, two weeks, April 26, ile 26 
Fractures and Traumatic Surgery, two weeks, June 7 
GY NECOLOGY— Gynecology Course, two weeks, June 7 
and Vaginal Approach to Pelvic Surgery, 
OBSTETRICS one week, May 24 
Combined Course in Gynecology and 
Obstetrics, three weeks, April 19 
MEDICINE—Two-week Course, May 3 
Electrocardiography and Heart Disease, two weeks, 
July 12 
Gastroenterology, two weeks, May 17 
Hematology, one week, June 14 
DERMATOLOGY—Two-week Course, May 10 
PEDIATRICS—Congenital and Rheumatic Heart Dis- 
ease in Infants and Children, one week, April 19 
and April 26 
Cerebral Palsy, two weeks, June 14 
UROLOGY—Two-week Course April 19 
Ten-day Practical Course in Cystoscopy every two 
weeks 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 





ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 
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THE 
MEDICAL PROTECTIVE 
COMPARY ; 


LForT WAYNE. INDIANA 


PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 


DETROIT Office: 
George A. Triplett, and 
Richard K. Wind, Representatives, 
200 Medical Arts Bidg., 
13710-14 Woodward Ave., 
Telephone Townsend 8-7980 





INTERNATIONAL MEDICAL MEETINGS 


Congress of International 


Paris, 
France, May 21-22, 1954. 


Society of Surgery, 


International Cancer Congress, Sao Paulo, Brazil, July 
23-29, 1954. 


International College of Surgeons, Sao Paulo, Brazil, 
April 26-May 2, 1954. 


International Congress of Mental Health, University of 
Toronton, Toronto, Ontario, Canada, August 14-21, 
1954. 


International Congress on Obstetrics and Gynecology, 
Geneva, Switzerland, July 26-31, 1954. 


International Congress of Psychology, Montreal, Canada, 
June 7-12, 1954. 


International Congress on Thrombosis and Embolism, 
Basle, Switzerland, July 15-19, 1954. 


International Gerontological Congress, London and Ox- 
ford, England, July 12-22, 1954. 


Pan-American Congress of Ophthalmology, Sao Paulo, 
Brazil, June 17-21, 1954. 


Pan American Congress of Otorhinolaryngology and 
Bronchoesophagology, Mexico, D.F., Mexico, Febru- 
ary 28-March 4, 1954. 


Sectional Meeting, American College of Surgeons, Lon- 
don, England, May 17-19, 1954. 
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RECENT CONCEPTS IN BREAST CANCER 
(Continued from Page 418) 


of the internal mammary and supraclavicular nodes 
to determine operability in selected cases is being 
practiced by another group. It is too early to 
draw conclusions from these very worthy clinical 
studies. 


Roentgen therapy and hormone therapy afford 
palliation and castration may be used in advanced 
cases and in young women with extensive axillary 
disease. 


Adrenalectomy has afforded palliation in a grati- 
fying percentage of selected cases. 


References 


Adair, F. E.: Cancer of the breast. S. Clin. North 
America, 33:313 (Apr.) 1953. 


Adair, F. E.: Surgical problems involved in breast 
cancer. Moynihan lecture, Ann. Roy. Coll. Surg, 
4:360-380, 1949. 


Adair, F. E.; Mellors, R. D.; Farrow, J. H.; Wood- 
ard, H. Q.; Escher, G. C., and Urban, J. A.: The 
use of estrogens and androgens in advanced mam- 
mary cancer; clinical and laboratory study of one 
hundred and five female patients. J.A.M.A., 140: 
1193-1200, 1949. 


Case, Thomas C.: The Problem of Radical Breast 
Surgery. Am. J. Surg., 86:282 (Sept.) 1953. 


Escher, George, as quoted by Adair. 


Haagensen, E. D., and Stout, A. P.: Carcinoma of 
the breast; criteria of operability. Ann. Surg., 


118:1032-1051 (Dec.) 1943. 


Handley, R. S., and Thackray, A. C.: The internal 
mammary lymph chain in carcinoma of the breast. 


Lancet, 2:276, 1949. 
Handley, R. S., as quoted by Adair. 


Huggins, C., and Bergenstat, D. M.: Surgery of the 
adrenals. J.A.M.A., 147:101-106, 1951. 


Huggins, C., and Dao, T. L.: Adrenalectomy in 
mammary cancer. Ann. Surg., 136 (4):595-603 
(Oct.) 1952. 


McDonald, J. J.; Haagensen, C. D., and Stout, A. P.: 
Metastases from mammary carcinoma to the supra- 
clavicular and internal mammary lymph nodes. Sur- 
gery, 34:521 (Sept.) 1953. 


McWhirter, R.: Treatment of cancer of the breast 
by simple mastectomy and roentgenotherapy. Arch. 


Surg., 59:830-840, 1942. 


Sugarbaker, Everett D.: Radical mastectomy com- 
bined with in-continuity resection of the homolateral 
internal mammary node chain. Cancer, 6:969 
(Sept.) 1953. 


Urban, J. A., and Baker, H. W.: Radical mastectomy 
in continuity with en bloc resection of the internal 
mammary lymph node chain. Cancer, 5:992, 1952. 


Wangensteen, O. H.: Discussion of paper by Taylor 
and Wallace. Am. Surg., 132:839, 1951. 





Pelvic tumors arising in the ovaries most often are not 
associated with pain, particularly in women over tne age 
of forty. 
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THE DOCTOR'S LIBRARY 





Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for renew, as expedient. 





——— 


SPECIFIC INSTRUCTIONS AND GENERAL IN- 
FORMATION FOR MATERNITY PATIENTS. 
Compiled by Frederick J. Melges, M.D., F.A.C.S. 
Battle Creek: American Board of Obstetrics and 
Gynecology, 1953. 


Dr. Melges has prepared a painstakingly accurate and 
complete outline for the use of expectant mothers. It is 
written for the laity, to be given to the patient for her 
guidance and instruction. Treatments are not men- 
tioned, but the thousand and one questions normally 
answered over the telephone are answered in this little 
book. We consider this book a valuable addition to the 
doctor’s equipment, as well as to the patient’s well-being 
and satisfaction. . 


YOU AND YOUR HEALTH. By Edwin P. Jordan, 
M.D., Executive Director of the American Association 
of Medical Clinics. New York: G. P. Putnam’s Sons, 
1954. Price $3.95. 


This book is a quite complete treatise on medicine 
in the home. It describes and outlines the management 


THE DOCTOR’S LIBRARY 


of many different diseases, giving an up-to-date analysis 
for the general public. The book is intended as a 
family text, and is well written by a man used to writ- 
ing for lay consumption. It will not take the place of the 
doctor, but will answer many questions. 


SPATIAL VECTORCARDIOGRAPHY. By George E. 
Burch, M.D., F.A.C.P. Henderson Professor of Medi- 
cine, Tulane University School of Medicine, Physician- 
in-Chief, Tulane Unit, Charity Hospital of Louisiana 
at New Orleans, Consultant in Cardiovascular Dis- 
eases, Ochsner Clinic, Visiting Physician, Touro In- 
firmary, New Orleans. J. A. Abildskov, M.D., Instruc- 
tor in Medicine, Tulane University School of Medi- 
cine, Assistant Visiting Physician, Tulane Unit, Charity 
Hospital of Louisiana at New Orleans, and James A. 
Cronvich, M. S., Professor of Electrical Engineering, 
Tulane University College of Engineering, New Or- 
leans. With 121 illustrations. Philadelphia: Lea & 
Febiger, 1953. Price, $5.00. 


The concept of Vectorcardiography originated in 1920 
but has received its greatest impetus in the past several 
years when the electronic equipment necessary for such 
studies has become generally available. At the scientific 
Exhibits of the AMA in 1952, the authors presented an 
exhibit summarizing their studies at Tulane University 
since 1945 and this text is the publication of that 
material. 

It is a summary of the principle of vectoradiography 
and is presented in a simple manner intended primarily 
for those who are not engaged in research in this field, 
but who do realize its increasing importance. The brief 
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Plainwell 


Sanitarium 


PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 


Rest 
Telephone 2841 - 





Siz-acre Estate Overlooking the Kalamazoo River. 





outline format as used in exhibits is continued in the 
text and a slow and careful perusal is necessary in 
order to obtain all that is intended. 

There are 16 chapters which logically fall into three 
implied divisions. The first part of the manual covers 
the principles and methods of recording in spatial vec- 
torcardiography, the middle part describes the authors’ 
own studies and this is followed by individual chapters 
on the use of this adjunct in specific conditions. This 
manual contains 121 figures, charts, diagrams and photo- 
graphs, all of most excellent quality. In a new and com- 
plicated field of investigation (this manual presents 
clearly, concisely) and simply a most excellent intro- 
duction for the physician who is anxious to maintain 
his interests in the latest advancements in Medicine. 

G.W:S. 


SURGERY OF TRAUMA. Edited by Warner F. Bow- 
ers, Colonel, M.C., U.S.A., formerly Chief Surgical 
Consultant, Office of the Surgeon General. With fore- 
words by Melvin A. Casberg, M.D., Chairman, Armed 
Forces Medical Policy Council and Surgeons General 
of the Army, the Navy and the Air Force. 284 illus- 
trations. Philadelphia, London, Montreal: J. B. Lip- 
pincott Co., 1953. Price, $15.00. 


Surgery of Trauma is a text written largely for the 
surgeon in military service. Its authors are -military and 
civilian suurgeons of note. However, one soon observes 
that the text is equally applicable to surgeons in civilian 
practice who are interested in surgery of trauma. 

The book is a very comprehensive story of the surgery 
of trauma. It is easy to read and presents the current 
thinking and management of trauma. . 

The editor has divided it into four sections. The first 
is devoted to the physiologic aspects of trauma. The 
second section, making up the large bulk of the book, 
is devoted to discussion, by chapters, of regional wound, 
or trauma surgery, involving all areas of the body. The 
third section is devoted to the military methods of wound 
management, which have, however, a strong corollary in 
civilian practice. The last section presents a short dis- 
sertation on research problems and methods in trauma. 


Again, although written for the military it is an 
excellent contribution to the problems and management 
of trauma and should be widely read by every surgeon 
working in this field. 

V.C.A. 
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Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 











LOCUM TENENS in southern Michigan in General 
Practice desired for July-September, 1954. Finishing 
internship June 30. Please call or write: Henry Krys- 
tal, M.D., Wayne County General Hospital, Eloise, 
Michigan. LO 1-1700. 





MIDLAND, MICHIGAN: Very desirable ground floor 
clinic space for lease. Heat and water furnished. Down- 
town, ample parking space. Adjacent to M.D., Gen- 
eral Practitioner and M.D., Specialist. For further 
information, write: P.O. Box 44, Caro, Michigan. 





In Viewing the VA Medical Program... 





veteran population 
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The U. S. veteran population now includes about 40% 
of all adult males. Under existing legislation, the 
federal government is obliged to provide ‘’free’’ medi- 
cal care for many of these veterans, if they request it. 
The medical profession questions the soundness of 
providing medical care at federal expense to veterans 
with non-service-connected disabilities. It is likely that 
by 1975 the U. S. will truly be a ‘nation of veterans.” 
If the VA medical program continues to accept 
responsibility for the care of veterans with service- 
connected and non-service-connected disabilities alike 
it is difficult to see how a complete federal health 
program can be avoided. 
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Say you saw it in the Journal of the Michigan State Medical Society 





